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ABSTRACT 
Problem Statement: Globally, 70% of more than three million new curable sexually 
transmitted infections (STI) are among 15–24 year olds, with young people in developing 
countries bearing the highest burden. Chlamydia Trachomatis prevalence, for example, is 
15.4% and 20.5% in young women and men attending STD clinics in the U.S. However, 
Caribbean STI data for young men are particularly scarce and inconsistent and cases are 
under-reported due to poor health seeking behavior. In Guyana, 42% of the STI cases 
from 2010 –2014 occurred in young people, aged 15– 24. Moreover, few programs and 
policies focus specifically on the sexual and reproductive health (SRH) needs of young 
men. This dissertation explores the contextual and behavioral factors that cause young 
men’s vulnerability to STI and proposes recommendations for the national response in 
Guyana.  
Methods: Research methods included: 9 focus group discussions (FGDs) with young 
men, aged 15–18, mothers and fathers and 25 in-depth interviews with representatives 
  vii 
from government, community, faith-based and donor organizations. Interviews and FGDs 
were audiotaped, transcribed, and analyzed for major themes among and across each 
stakeholder group.  Analysis was guided by a socio-ecological framework and resulted in 
program and policy recommendations to address vulnerability to STI and augment 
protective factors against STI in young men in Guyana.  
Results: Salient overarching themes include: Poverty and Disenfranchisement, “Yes, this 
is a Man”: Early Sex, Fast Money, and Risk, “The Empty Room: Young Men without 
Male Role Models”, “Sex in a violent society”, “Stigma, Discrimination, and Shame: 
Road blocks to Young Men’s Sexual Health” and Young Men’s Sexual and Reproductive 
Health:  Young Men’s Sexual and Reproductive Health: It all depends on family, religion, 
education, music and media (or not). Participants highlighted a lack of SRH awareness 
and health care seeking resulting from insufficient Male SRH promotion and services. 
Parental engagement, school attendance, supportive peers, religious commitment and 
internet use for SRH information were described as protective factors.  
Contribution: A socio-ecological model helped to comprehensively identify and 
organize broad social determinants of SRH and high risk sexual behaviors for young men.  
The resulting program and policy recommendations are proposed for implementation in 
Georgetown, Guyana. 
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PREFACE 
 
Question: How do you think that young men in Georgetown would benefit from a 
program implemented by men to help them with SRH related issues? 
 
“…When I think about that (potential benefits of such a program) I tend to try to 
transpose myself back a bit to what transpired when I was younger and really and truly I 
sought after the things I needed to become deeply interested in but it was my family 
environment that was always the one that gave courage to me to do that. I don’t know if 
you know about the Guyanese environment and the types of persons and characters it 
spawns but lots of times children’s dreams are not you know supported by parents and 
that kinda stuff so it tends to tie into with all the socio economic and emotional things 
that are wrapped in the whole home environment and that is responsible for how young 
men seek after what is good for them and not including all the risks that are obviously 
part of growing up.  As a young man I took risks too but I always had the support of my 
parents to say well you know you could take a try at this direction, this is still standard 
here, I know you’re going that way but this is still standard… 
 
What transpires now is that children are not even engaged to help them review the 
direction they’re going in and the reason for that is children, especially girls, are 
becoming very young mothers and they become single mothers very early and they have 
to raise boys and those women raise boys and sometimes put them in an empty room 
because there is nothing that is male dominant in their socialization process so there is 
always that absence of things that are male or of the male perspective for young men to 
kinda grab unto. So, he moves around in an empty room and then he gets to risky 
behavior as he tries to gain his own and that is predominantly much the kind of 
learning tree for males. Practically anything they learn in the Guyanese context, I don’t 
know for other societies. I deal with a grouping and a community is predominantly lower 
middle-class income in terms of status and they are these people in my community who 
are really struggling to connect the dots across the social spectrum, across the economic 
spectrum across the emotional and developmental spectrum. So it’s challenging for 
young males who are not given the opportunity to be exposed to things that kinda push 
them. Basically young men even from a gender perspective are not always open to 
interaction, it’s not encouraged from since we were very young, girls are more expressive 
and that kinda stuff and it becomes even more difficult for them if they’ve been through 
aggressive events they will have to….. most young men feel the brunt of these higher- 
level expectations by everything and everyone around them. Men are supposed to be this, 
men are supposed to be that and then they feel un-tuned to deal with it especially if they 
are failing in certain things, you see our situation in Guyana is that if you should assess 
our high flyers a percentage of them that are males is like 25% or 30 % at the academic 
level so there is the guys expected to be the bread winner. If he’s under achieving and 
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goes into a family he is less communicative, I see it all the time”. – Male, Community-
based Social Worker, aged 50+ 
  x 
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CHAPTER ONE 
Study Significance and Aims 
1.1 Statement of the Problem 
The World Health Organization (WHO) estimates that more than three million 
new curable sexually transmitted infections (STI) occur annually among people aged 15–
49 worldwide—70% of those among 15–24-year-olds (1, 2).  In addition to being serious 
diseases in their own right, STI can increase the risk of HIV acquisition and transmission 
by a factor of up to 10 (3). In the Caribbean, where heterosexual transmission is the 
primary mode of transmission of HIV, sexual risk-taking behavior among men has been 
identified as an underlying determinant of the epidemic (4–9).  Although social and 
cultural factors associated with HIV/STI risk for young men in the Caribbean (e.g., early 
sexual debut, inconsistent condom use, multiple/concurrent sexual partners and poor 
health seeking behavior) have been identified, relatively little research has explored the 
perspectives of young men, parents, policy-makers and others invested in protecting the 
health of young men on how best to meet their sexual and reproductive health (SRH) 
needs (10).  Consequently, few evidence-based and community informed programs and 
policies exist in Guyana that respond to their specific needs. 
HIV-related behavioral surveillance and qualitative studies have identified some 
risk factors and vulnerabilities for young men concerning STI exposure.  However, there 
remains a paucity of data regarding adolescent Male Sexual and Reproductive Health in 
Guyana. Data generated through consultations with young men aged 15–18 and other 
community stakeholders in Georgetown, Guyana will expand our current knowledge 
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about these young men’s perception of their risk and protective behaviors related to STI, 
their experiences with existing SRH/STI services, and how best to support them in 
protecting themselves against exposure to STI.  
1.2 Purpose of the Study 
The primary purpose of this project was to determine how programs and policies 
can best support young men aged 15–18 in Georgetown, Guyana to protect themselves 
against exposure to sexually transmitted infections and to inform the development of a 
program proposal and policy recommendations.  The study explored global best practices 
and effective program models and the local stakeholder community’s perspectives on the 
“lived experience” of these young men concerning SRH, including STI.   Since little is 
known about how and under what conditions young men seek SRH and STI prevention or 
treatment services in Guyana compared to their female counterparts, the study also 
sought to fill this information gap. Ultimately, the project aimed to develop 
recommendations and action steps for male SRH to be implemented collaboratively by 
The Ministry of Public Health and Guyana Responsible Parenthood Association.  
The analysis was guided by a socio-ecological framework that is an adaptation of 
one which was proposed by Bronfenbrenner to analyze factors influencing youth health 
and development (11). This model has been adjusted to include both program and policy 
level influences on the risk and protective factors of young men aged 15–18 concerning 
STI exposure to facilitate this project’s aim of proposing an effective, client–informed 
and -centered STI prevention program and supporting practices/policies. 
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1.3 Significance of the Study 
Empirical evidence demonstrates that sexual and reproductive health (SRH) 
behavioral interventions targeting men and boys can work (12–17). Yet relatively few 
SRH programs in the Caribbean region have been tailored specifically to meet the needs 
of young men. Best practice initiatives such as those in South Africa and Brazil that have 
been proven to successfully address some of the contextual and behavioral factors that 
affect the risks and vulnerabilities of men and boys to STI exposure provide an evidence 
base for this project (12–14, 17, 18).   For example, male participants in “Stepping 
Stones” a community-based participatory dialogue initiative implemented in the Eastern 
Cape, South Africa reported fewer partners, higher rates of condom use, less transactional 
sex, less substance abuse, and less perpetration of intimate partner violence after two 
years in the program (17, 19).   Further, the Instituto Promundo’s “Program H,” a 
program in Rio de Janeiro, Brazil designed to promote healthy relationships and HIV/STI 
prevention among young men, demonstrated significant shifts in gender norms at 6 and 
12 months and a reduced likelihood of self-reported STI symptoms at 12 months post 
intervention (15–17).   
This project was the fourth qualitative SRH–related study conducted that includes 
heterosexual young men (ages 15–18) in Guyana and the second to specifically look at 
how the policy environment may be affecting uptake of SRH/STI services for vulnerable 
adolescents in Guyana (20–22).  But unlike previous studies the focus is on young men 
only. Prior research, albeit extremely limited, existed that revealed some aspects of the 
phenomenon of STI in men aged 15–49 in Guyana.  However, the knowledge-base, 
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specifically concerning STI prevention programs for males aged 15–18, was incomplete 
and could benefit from further description (22, 23).  Therefore, part of this project’s goal 
was to validate or expand upon this knowledge base.  Furthermore, the results of this 
exploratory study could serve to inform programs for similar populations in the English-
speaking Caribbean and elsewhere.    
1.4 Organization of Dissertation 
The following applied public health practice dissertation includes: a review of the 
current peer-review and grey literature pertaining to vulnerability, risk, and protective 
factors related to STI exposure in young men and STI-related prevention programs and 
policies for adolescent males (Chapter 2), a description of the country context in which 
the study and the proposed program will be implemented (Chapter 3), an overview of the 
study design and methods of inquiry to be used (Chapter 4), a description of study 
findings in light of key results from the peer-reviewed and grey literature reviews 
(Chapter 5), a discussion of study findings (Chapter 6), conclusions related to study 
findings (Chapter 7) and recommended programmatic and supporting  policy/practice 
informed by the analysis of this study’s primary and secondary data (Chapter 8). 
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CHAPTER TWO 
2. Literature Review 
2.1 Scope of the Problem 
Sexually transmitted infections (STI) present a significant health burden for 
adolescents in developing countries.  In fact, the vast majority of STI occur among young 
people, most of whom live in the developing world (1).  Globally, 60% of new sexually 
transmitted HIV infections occur in young people ages 15–24 (2,3). 
STI, including HIV, remain an important health concern for the Caribbean 
region.  The Caribbean is the second most affected region by HIV outside of Sub-Saharan 
Africa (4).  The region’s estimated 1% HIV prevalence is double that of North and South 
America (5).  AIDS is the leading reported cause of death among Caribbean men and 
women aged 20–59 at 16% and 15% of deaths respectively (4, 5).  However, the sex ratio 
between males and females varies from country to country (4).  In the Republic of 
Guyana, one of most heavily HIV affected countries (2.5% prevalence in 2006 and 1.4% 
prevalence in 2013), there is a nearly one to one ratio of women (.75%) and men (.6%) 
(aged 15–49) living with HIV (6–9). 
Heterosexual transmission is the primary mode of HIV transmission and the 
sexual risk-taking behavior of men has been identified as a driver of the regional 
epidemic (6–11).  Social and cultural factors associated with STI/SRH risk and 
vulnerability for young men in the Caribbean, have been identified (e.g. early sexual 
debut, inconsistent condom use, multiple/concurrent sexual partners, poor health seeking 
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behavior, alcohol and drug use, rage, and lack of family cohesion, school, and religious 
involvement) (11).  However, relatively little research has explored the perspectives of 
young men, their parents, policy-makers, and others stakeholders on how best to meet 
their sexual and reproductive health/STI prevention needs.  Consequently, the 
Government of Guyana’s ability to design programs and policies that address the 
behavioral and contextual factors that put Young Males at Risk for STI exposure is 
hindered by insufficient data to explain the dynamics related to young men’s risk for and 
vulnerability to STI. 
Since the 1994 International Conference on Population and Development (ICPD) 
there has been a global commitment to provide gender equitable access to Sexual and 
Reproductive Health (SRH) services that permit women and girls and men and boys 
equal access to these services (12).  However, barriers still persist for young people, 
particularly young men, to access youth-friendly sexual and reproductive health services, 
including STI prevention services in many low-middle income countries like Guyana (2, 
4, 6, 8, 9, 11, 13–19).  To date, most SRH services and policies in developing countries 
are primarily oriented to address the needs of women and girls of child-bearing age, 
leaving young men at a loss when it comes to accessing information and other support 
services to help them reduce their risk and vulnerability to STI exposure (19). 
STI/HIV prevention science has identified both the factors associated with 
sexually transmitted infections in adolescents and key elements of prevention 
programming for adolescents that work, including theoretically based programming (20–
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31).  Furthermore, the importance of the policy and legal environment for achieving 
improved health and social outcomes like reduced STI risk behaviors in adolescent males 
has been highlighted (12, 13, 14, 19, 24, 32).  While the evidence base for STI prevention 
programming specifically targeting young men, remains limited relative to that of the 
general adolescent population, emerging evidence demonstrates that male-targeted 
programming and policies can and do result in favorable STI-related outcomes such as 
decreased incidence of STI, increased condom use and improved gender-equitable 
attitudes in young men (33, 34, 13, 19, 35, 36).  Moreover, the concept of combination 
prevention that postulates that effective public health initiatives that produce long-term 
behavioral change at the individual level should intervene at multiple levels of influence 
has recently emerged in the HIV prevention literature (28, 29).  Therefore, a socio-
ecological framework will be used for this study’s analysis and to inform the 
development of an evidence and community informed program and policy 
recommendations to address STI risk and vulnerability in young men aged 15–18 in 
Georgetown, Guyana.    
2.2 Causes of the Problem 
2.2.1 Global 
The World Health Organization (WHO) estimates that more than 340 million new cases 
of curable STI and 5 million new viral STI (including HIV) occur each year, globally — 
75–85% of them in developing countries (36–40) and (Figure 1).  STI, apart from HIV, 
pose a significant health burden world-wide, yet they have received relatively little 
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attention since the advent of the AIDS epidemic. The large proportion of infections is 
believed to occur in people younger than 25, with the highest rates usually observed in 
the 20- to 24-year age group followed by the 15- to 19-year age group (39,40).  
Adolescents are the age group at greatest risk for nearly all STI (41).  Even though 1 in 
20 young people (including young men) contracts a curable STI each year in many 
developing countries, STI surveillance systems are weak rendering little routine data, 
particularly for young males and case reporting is assumed to be underestimations 
(40,41).  
 
Figure 1: Factors Underlying the High Prevalence of STI in Developing Countries 
 
 
• Demographic factors (large sexually active young population) 
• Urban migration and accompanying socio-cultural changes 
• Migration and displacement (labor, wars, natural catastrophes) 
• Increase levels of prostitution through economic hardship 
• Multiple and concurrent sexual partnerships 
• Lack of access to effective and affordable STI services 
• High prevalence of antimicrobial resistance for some pathogens 
 
Source: Sevi A.O, Sexually Transmitted Disease  
Priorities in Developing Countries, 2006 
 
 
Sexually Transmitted Infections (STI) are usually passed from an infected person 
to an uninfected one during intimate sexual contact.  The responsible pathogen normally 
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resides in the genital tract and /or in the blood or other body fluids (42).  They may be 
transmitted through vaginal, anal, or oral contact.  The majority of new STI worldwide 
are caused by eight infections (Syphilis, Gonorrhea, Chlamydia, Trichomoniasis, Genital 
Herpes, HIV, Hepatitis B Virus [HBV] and Human Papillomavirus [HPV]).  They can be 
classified as either curable infections, that are caused by bacteria or protozoa or incurable 
infections that are causes by viruses (42). (Appendix 1). 
       STI most often detected in adolescents include: Gonorrhea, Chlamydial Infection, 
Syphilis, Trichomonas, Chancroid, Genital Herpes, Genital Warts, HIV infection and 
Hepatitis B. infection with Chlamydia and Gonorrhea being the two most commonly 
diagnosed (1).  According to the World Health Organization (WHO) STI prevalence data 
for adolescent boys is practically non-existent partially because so many studies have 
been limited to family planning clients (41).   However, elevated rates have been reported 
among marginalized populations such as young men who have sex with men, prisoners or 
detainees, migrant workers, and sex workers and young men in the U.S. and developing 
countries (44–48). 
2.2.1.1 Factors Determining STI Transmission 
 
STI transmission is dependent upon 3 factors:  the rate of transmission, the rate of 
partner change, and the duration of infectiousness of the individual (49).  The 
transmission of STI can be depicted by the following formula, R0 = β × c × D, where Ro 
is the average number of new (secondary) STI cases generated from an index (or primary) 
in a defined period of time, β is the infectivity of the pathogen or the probability of 
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transmission of the STI during sexual intercourse, c is the rate of partner change or 
exposure between infected or susceptible partners, D is duration of the infectiousness 
(49,50).  
            Sexual networks facilitate STI transmission.  Depending on the developmental 
phase of an STI epidemic different segments of the population play a distinct role in 
propagating the spread of the disease.  At the outset of an epidemic, for example, an STI 
may spread rapidly through a sub-population at higher risk for exposure or a “key 
population” (51–53).  As time goes on, these key populations at higher risk for exposure 
may spread the infection(s) from the higher risk population to populations at lower risk 
for exposure thereby serving to sustain the epidemic (51–53).  In a typical epidemic 
scenario, prevalence is lower in the general population than sub-populations at higher risk 
for exposure due to specific behaviors (e.g., engaging in frequent unprotected vaginal or 
anal sex, inconsistent condom use, or engage in multiple concurrent sexual partnerships) 
The highest STI rates are found among these “key populations” that act as conduits of 
infection between the key populations and populations at lower risk for exposure to STI 
(51, 52).  For this reason, populations, such as sex workers, their clients and bi-sexual 
men who have sex with men, are viewed as particularly important in the control of the 
spread of STI.  Within the context of HIV for example, self-identifying men who have 
sex with men (MSM) are recognized as particularly vulnerable to STI exposure based 
upon the high incidence of infection in this population making them a key population at 
higher risk for STI, based upon their behavioral profile.  Some data also demonstrate that 
all members of this population may not exclusively engage in sexual intercourse with 
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only men.  Consequently, they are a critical target population for STI prevention efforts 
due to their role in STI transmission in other populations such as women (49, 53–55).  
2.2.1.2 Risk Factors and Vulnerability 
 
STI vulnerability depends upon risk factors and social drivers or underlying 
determinants (51, 52).  Risk factors refer to behaviors that increase people’s probability 
of exposure to infection and are defined as “an aspect of personal behavior or lifestyle, an 
environmental exposure, or an inborn or inherited characteristic, which on the basis of 
epidemiological evidence is known to be associated with health-related condition(s) 
considered important to prevent.” (51, 52).  Drivers, on the other hand are structural and 
social factors that increase the individual’s vulnerability such as the existence or not 
existence of the adequate public health programs or policies, poverty, gender inequality 
and human rights violations (51).  
 Common high risk sexual behaviors in adolescents are: early sexual debut, 
number of sexual partners, having multiple concurrent sexual partners, having previously 
had an STI, frequent use of alcohol or other drugs, inconsistent condom use, having 
sexual intercourse without a condom, and having unprotected anal intercourse (41, 54, 
55).   Pettifor et al. found that early sexual debut was associated with young men whose 
first sexual partner was older and young men whose first sexual encounter was forced 
(56).   A lack of condom used was associated with early sexual debut and forced sex in 
the same study.  High risk sexual activity in adolescents has also been associated with 
rage, depression, child sexual abuse, gang participation, exposure to crime, housing 
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insecurity, perpetration of intimate partner violence, and having been arrested (20–23,58–
60). 
In a recent review of studies on risk and protective factors related to adolescent 
SRH between 2003 and 2010 Mmari et al. cite anal sex, prostitution and a previous 
history of STI as strongly associated risk factors for STI (60).   Condom use was the only 
protective factor out of only 18 studies that focused on STI other than HIV (61–62).   
HIV, on the other hand, was found to be associated with reported STI symptoms and STI 
diagnosis, sex work, and sexual risk behaviors such as a higher number of sexual partners 
(61, 63–69).   Globally, an average of 15%–70% of young men become sexually active 
before the age of 15 (70).  Overall an average of 85% of sexually active men aged 15–24 
years reported pre-marital sex in the last year, but this was only reported by 35% of 
sexually active women in the same age group (70).  Moreover, young men commonly 
report sexual initiation earlier than young women (70–72).  STI are usually the end-
results of unprotected sex with a number of casual partners, but they may also occur 
among those that have long-term unfaithful older partners.  Adolescents in specific high-
risk groups (such as sex workers and detainees) are more often infected than the general 
population of sexually active adolescents (1, 70, 72, 73).  Global population based studies 
also indicate that although young men aged 15–19 are much more likely than females 
aged 15–19 to engage in high risk sexual activity such as having sex with a non-regular 
partner, they are less likely to get tested for HIV and receive their results and less likely 
to perceive they are at risk of STI (71).  Furthermore, the risk of STI exposure is higher 
among adolescents that are poor and marginalized because they may engage in 
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unprotected sex through coercion, force, violence and for transactional reasons (2, 71–77).  
Interestingly, while intimate partner violence is well documented as a determinant 
of STI exposure, data on IPV with males as victims appears to be scarce.  However, one 
recent global review states that the global lifetime prevalence of IPV in which males are 
victims ranges from 7%–32% (77).  The same study also confirms that young men are 
more frequently perpetrators of IPV than females.  It also indicates that 16 is a common 
age for the first attempt at perpetration (77).  
Other factors associated with high risk sexual behaviors in adolescents include the 
negative influence of peers, insufficient parental communication regarding sex, 
insufficient family connectedness, impoverished neighborhood characteristics (e.g., the 
lack of recreational or income generating activities), and high levels of media exposure (1, 
4, 20, 21, 25, 62, 75–77).  Several postulated social science theories facilitate 
understanding of how and why peer networks influence adolescent behaviors. Social 
learning theories such as Banduras social cognitive theory, for example serve to explain 
how individuals may adopt new behaviors through “modeling, social reward and 
punishment and observational learning” and it is often used a theoretical underpinning for 
prevention interventions to promote healthier behaviors among peers as well (78–80). 
A recent meta-analysis of data from a nationally representative survey of four 
African countries (Burkina Faso, Ghana, Malawi and Uganda) found that adolescent 
males aged 15–19 who reported low levels of parental monitoring were at elevated risk 
for sexual activity in the last year (81).  However, the same study found inconsistent 
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findings regarding parental communication about sex and the likelihood of having 
engaged in sexual activity in the last 12 months. Parental communication about sex was 
only positively associated with sexual activity for young men in Malawi.  Furthermore, 
living with one or more parent was not associated with either high or low risk of sexual 
activity (81).  Nonetheless, other studies have found parental monitoring to have a 
protective effect on young men’s high risk sexual activity, particularly early sexual debut 
(80).  
There is a positive correlation between exposure to sexual content in popular 
movies and early sexual debut and sexual risk taking, and social networking via texting in 
youth (82,83).  Positive correlations have also been found between the consumption of X-
rated materials and a broad range of sexually violent behaviors in young men (75).  Gibbs 
et al. found positive correlations between adolescents who had permissive attitudes 
towards pre-marital sex and being male, living in an urban environment, having ever used 
the internet, and having the perception that others in their community shared permissive 
attitudes about pre-marital sex (85).  Reed et al. conducted a cross sectional study of 
young urban males and found similar community level links between high risk sexual 
activity such as the perpetration of teen dating violence (TDV) by young and 
involvement in neighborhood violence (odds ratio (OR) = 3.1; 95% confidence interval 
(CI) = 1.7–5.5). (86).  The same study found that beliefs that their friends have 
perpetrated TDV (OR = 2.7; 95%CI = 1.4–5.1), perceptions of violent activity within 
their neighborhood (OR = 3.0; 95%CI = 1.4–6.3), and greater support of traditional 
gender norms were correlated with the perpetration of teen dating violence as well (86).  
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Other studies have demonstrated the associations between HIV risk behaviors and 
the perpetration of intimate partner violence, sexual infidelity, and transactional sex with 
a female partner among young men as well (87, 88).  
Protective factors against STI exposure in adolescents include: religious or 
involvement in other community/recreational activities (e.g.: sports) educational 
attainment, familial cohesiveness/parental supervision and, communication with parents 
and partners (21, 25, 26, 84, 89).  For example, Asubiaro et al., found external religiosity 
was protective against sexual debut among the young males in Nigeria (PR = 0.70, 95% 
CI = 0.51–0.71). (89). 
Cohen et al. found that high school boys in the southern U.S. who were 
unsupervised >5 hours per week after school were twice as likely to have Gonorrhea or 
Chlamydial infection as boys who were unsupervised for 5 hours or less (80).   In a US-
based study, Crosby R. et al. found that detained minority adolescent males who 
perceived infrequent parental monitoring were 1.7 times more likely to be diagnosed with 
an STI than those who perceived frequent parental monitoring (PR=1.70;95% CI=1.03–
2.82). (90). 
Karim A. M et al. found that youth who were currently attending school were less 
likely than others to have ever had sex and that communication with family members 
about avoiding sex was associated with a lower probability of ever having had sex among 
male youth (91).  
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 Health Seeking Behavior 
    Male health seeking behavior is generally poor compared to that of females for both 
social and cultural reasons (92).  In many societies men are encouraged to adopt 
masculine attitudes that work in opposition to good health seeking behavior and 
experience social pressure to adhere to these norms (92–99).  Courtenay suggests that 
men’s poor health related practices are “influenced by (and sometimes embedded in) 
social systems that foster or inhibit healthy behavior — whether those social systems are 
economic disparities, fraternities, athletic teams, or workplaces that endanger men’s lives 
or limit access to healthcare” (96, p. 244).   For many men seeking health care may be 
seen as a sign of weakness or vulnerability.  At the same time some research has shown 
that notions of masculinity such as the ability to perform well sexually may also be 
viewed by men as a factor that prompts them to seek health care (100).   Other studies 
suggest that young men in developing countries have a tendency to either self-treat or 
seek care from traditional healers, rather than seeking assistance with formal health care 
providers (101).  For example, Mmari et al. found that young males who seek STI 
treatment are more likely to go to informal sources, particularly traditional healers.  All of 
these scenarios highlight the important role that masculinities play in men’s health 
seeking behaviors and their implications for STI/HIV prevention and control (102).  
2.2.1.3 Underlying Determinants 
 
Underlying determinants of STI epidemics include poverty, income inequality, 
social capital, literacy, education, employment, gender, mobility and migration, 
traditional gender norms, the legal/policy environment and the lack of respect for human 
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rights have also been identified as some of the drivers of STI epidemics (72, 103–113). 
There is an ongoing dialogue about the role that socio-economic status (SES) in 
particular plays in vulnerability to and risk for STI/HIV exposure.  While some authors 
contend that poverty or low SES contributes to HIV/STI vulnerability in men, equally 
convincing arguments exist that wealth/money may contribute to vulnerability and risk 
by giving young men more economic power to leverage risky sexual encounters, 
particularly in situations where they have more disposable income (e.g.: mining, trucking 
routes, logging camps, military bases, drug trafficking, etc.)  (46, 59, 112).   Holtgrave et 
al., for example, found between positive Chlamydia cases to be positively associated with 
poverty; positive Chlamydia and AIDS cases rates to be positively associated with 
income inequality; and a lack of social capital to be positively associated with Gonorrhea, 
Syphilis, Chlamydia, and AIDS case rates (57).  
       Poverty is among the most frequently cited underlying determinants of STI 
epidemics, particularly within the HIV related literature (57).  As a constraint to 
individual social and economic opportunities it may cause people to engage in high risk 
behaviors such as transactional sex and sex work to meet basic financial needs for 
survival or to support a desired lifestyle.  Some authors even contend that economic 
inequality rather than poverty increases the vulnerability to HIV exposure by driving the 
supply and demand for transactional/sex work (57).  However, other factors associated 
with poverty like low educational achievement, poor health seeking behavior, gender 
inequitable attitudes and behaviors, substance abuse, and violence, including sexual 
violence are associated with STI exposure as well (10, 15, 28, 72, 87, 99, 113–118). 
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Furthermore, factors associated with living in impoverished environments, such as living 
in dilapidated housing conditions and the lack of alternative recreational activities, have 
also been linked specifically with adolescent risk-taking behaviors, such as early sexual 
initiation, unprotected sexual intercourse and alcohol and drug use (37, 134, 116, 118).   
At the same time belonging to higher wealth quintiles appears to render men more 
vulnerable to high risk behaviors in some settings in Africa (110). 
Economic inequality produces environments in which sex can be more easily 
bartered as a commodity.  As a result, young people, particularly those in economically 
disadvantaged environments, may be more vulnerable to STI as a result of transactional 
sex or sex work to meet either their basic needs or improve their overall lifestyle (35, 119, 
120).  Research has found that economic inequality and engaging in intergenerational 
sexual relationships also serve to further reduce the capacity of some young people to 
negotiate for safer sexual practices with their partners (35, 119).  While much has been 
written about young women’s vulnerability in this regard, relatively little evidence has 
been produced to shed light on the situation with young men beyond that which exists 
regarding young men who have sex with men (11).  However, it is clear that one 
consequence of economic disparity and/or poverty is elevated STI rates.  Buffardi et al. 
found that STI prevalence is associated with other societal and environmental factors 
such as housing insecurity, exposure to crime, and having been arrested (55).  Their study 
found that STI prevalence increased linearly from 4.9% for 0 factors to 14.6% for 4 or 
more (P<.001, for trend) for all factors observed. Nearly all contextual conditions 
predicted more lifetime partners and earlier sexual debut. STI diagnosis is associated with 
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childhood sexual abuse, gang participation, frequent alcohol use, and depression 
(adjusting for sexual risk behaviors in young men) (55). 
Gender inequality is also an underlying determinant of the STI/HIV epidemic 
(122–125).  The expression of harmful gender norms such as having multiple sexual 
partners, violence (including intimate partner and sexual violence) and other gender 
inequitable attitudes and related behaviors increase the risk and vulnerability of young 
men and their partners to STI/HIV.  Dunkle et al. found that young men in rural South 
Africa who perpetrate partner violence engage in significantly higher levels of HIV risk 
behavior than non-perpetrators, and more severe violence is associated with higher levels 
of risky behavior (87).  Reed et al. also found that boys ages 14–20 who reported TDV 
perpetration were more likely to report involvement in neighborhood violence (odds ratio 
(OR)=3.1; 95% confidence interval (CI)=1.7–5.5), beliefs that their friends have 
perpetrated TDV (OR=2.7; 95%CI=1.4–5.1), perceptions of violent activity within their 
neighborhood (OR=3.0; 95%CI=1.4–6.3), and greater support of traditional gender norms 
(β=3.2, p=0.002). (86). 
Societal and peer group expectations and the enforcement /re-enforcement of 
adherence to these harmful gender–related behavioral patterns also further perpetuate the 
spread of STI and related negative health outcomes among young men (13, 16, 93–95, 
112, 113).  Hence, consideration of male gender roles and their influence on the sexual 
behaviors of young men is critical to STI prevention (56).  
The path travelled by many young men from boyhood to manhood is riddled with 
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vulnerabilities and challenges that are often understated perhaps due to the unacceptably 
poor SRH outcomes for young women.  Nonetheless, a growing body of literature sheds 
light on the nuances of the adolescent male sexual development.  For example, the 
expression “Dying to be a Man” has been used to describe various vulnerabilities that 
young men face on their journey into manhood (116).  This term refers to the social, 
cultural, and strongly gender–related pressures and challenges that society places on 
young men that make them particularly vulnerable to behaviors that put themselves and 
others in danger in an effort to assert their manhood.  In his detailed examination of these 
social and cultural developmental norms in the developed and developing world Gary 
Barker notes that “….in most young men’s lives you will be confronted by the cultural 
mandate to prove what kind of man that you are and to do so in some kind of a public 
way.” (116, p. 20).   He further notes that “…for many young men, particularly those in 
low to middle income environments becoming a man entails being sexually active, 
achieving some sort of financial independence, and being able to take care of family” 
(116, p. 19).  However, for many young men the road toward this state of independence 
tends to be riddled with many risk-taking behaviors. Barker further notes that “…If 
young men are lucky, the challenges to prove their manhood result in embarrassment, a 
bit of shame and perhaps public humiliation…..(116, p. 22).  Unfortunately, and to the 
detriment of society at large for too many young men, the forms of manhood that they 
gravitate towards and are socialized into result in death or incarceration” (116, p. 22).    
The social climate in which many young men evolve can be characterized as 
competitive and “often involves some demonstration of prowess whether it be expressed 
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through intellectual or physical endeavor” (108).  Many young men actively seek and are 
often given favor in their social networks based upon these merits.  Moreover, social 
exclusion, socio-economic disparities and in some instances a lack of social cohesion 
contribute to the expression of anti-social and other risk-taking behaviors that threaten the 
well-being of young men (107–109, 128).  Dynamics associated with modernization such 
as the ever-growing culture of consumerism have also been cited as factors that may 
exacerbate young men’s frustrations about not necessarily being able to achieve this 
practically globally accepted ideal of manhood (98, 99, 123, 124).  The social and 
cultural environment that males navigate independently forms the basis upon which they 
interact with others and the larger community.  This, coupled with the notion that 
behaviors that adolescents adopt during this vulnerable stage of development tend to have 
a lasting impact on their future lives as adults, provides a strong impetus to focus on and 
address young men’s relatively nascent risk-taking behaviors and vulnerabilities, and 
support them in their protective behaviors and related underlying factors. 
Legal/policy environments that do not support the realization of basic human 
rights such as the right to education, economic empowerment, and health, including 
sexual and reproductive health services also play a role in driving STI epidemics as well 
(2,13).  For example, the existence of laws and policies that serve as barriers to sexually 
active young people accessing SRH services not only violates their right to SRH but 
potentially other basic human rights as well; one example being education, if systems are 
not in place to facilitate young adults continued education during early parenthood and/or 
general access to income generating opportunities.  As a result some laws and/or health 
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policies may act as barriers to or facilitators of young people accessing the SRH services 
that they need (2, 5, 35, 119).  Unfortunately for many young adults (including sexual 
minorities and those with disabilities including HIV related) in the developing world, 
these basic human rights have yet to be fully realized. 
Stigma and discrimination are also underlying determinants for sexually 
transmitted infections, particularly among some of the most vulnerable populations such 
as sexual minorities, sex workers, and young people (119–129).  The stigma associated 
with having an STI prevents young people, including young men, from actually seeking 
services due to fear of ill-treatment, receiving a positive diagnosis and disclosure of their 
status (30, 32–39, 119, 121).  Furthermore, some health care providers have 
discriminatory beliefs and attitudes towards sexual minorities and young people that 
interfere with the delivery of good quality health care services to these vulnerable 
populations (126–131).  
2.2.2 Caribbean 
   2.2.2.1 The HIV epidemic  
 
Most of the STI data in the Caribbean is HIV related as recent capacity building 
efforts have been focused on strengthening HIV data collection systems than those for 
other STI.   The Pan American Health Organization estimates that there is approximately 
38 million new STI cases that occur annually in Latin America and the Caribbean (4). 
The Caribbean has been the most affected region by HIV outside of sub-Saharan Africa, 
and sexual transmission is a major driver of the epidemic (4). (Appendix 3). 
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The estimated regional HIV prevalence is 1% of the adult population aged 15–49, 
although many countries have an adult prevalence above this average (132)(Appendix 2).  
In 2013, UNAIDS estimated that there were 250,000 people living with HIV, 12,000 new 
infections and 11,000 AIDS-related deaths in the region (6).  Eighty-three percent of the 
infections were found in four countries, Haiti, The Dominican Republic (DR), Jamaica, 
and Trinidad and Tobago (6).  Prevalence among youth (aged 15–24) is of significant 
concern as it ranges from a low of 0.02% in Cuba to a high of 2% in The Bahamas (6).  
AIDS remains the leading cause of death in adults in the region (6).  
The sex ratio of HIV infection varies throughout the region.  In Haiti and The 
Dominican Republic, two countries representing 68% of HIV positive cases in the region, 
more women than men are infected (3).  In fact, HIV cases in women outnumber that of 
men in 40% of all countries in the region.  However, the reverse dynamic exists in 50% 
percent of Caribbean countries (e.g., Barbados, Cuba, Suriname, and Trinidad and 
Tobago).  Guyana is the only country in which the male to female ratio has been one to 
one until recently (3).  In 2013, the male to female ratio once again showed a higher 
number of males infected with a ratio of 1.01 and this continued into 2014 with a male to 
female ratio of 1.09 (132).   
While there has been a general decline in HIV prevalence in the Caribbean region 
over the last 30 years, high prevalence persists in certain key and vulnerable populations 
such as youth.  There is a regional trend of higher prevalence in MSM and SW, so much 
so that they are designated as key populations (with prevalence as high as 32% in 
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Jamaica for MSM and 24% in SW in Suriname) (6).  However, relatively little is known 
about the prevalence of other STI that are more frequently transmitted and harder to 
detect (e.g. Chlamydia, Gonorrhea) (4).  
2.2.2.1.1 Other STI 
 
Regional data indicate a general downward trend in reported sexually transmitted 
infections (bacterial and viral) over the last three years with increases in the number of 
reported bacterial infections (Chlamydia and N. Gonorrhea) (134).  There is a high 
prevalence of non-ulcerative and to a lesser extent ulcerative STI in HIV infected patients 
in the region (135).  However, one study has shown that these forms of STI in the region 
are causes by HSV (46%), Chancroid (18%) and Syphillis (7%) (135).  While penile 
cancer is an uncommon cancer in the region, the survival rate is poor (136).  According to 
a behavioral surveillance study conducted in 2003 among adolescents in the six Eastern 
Caribbean States (OECS) self-reported STI symptoms among young men aged 15–24 
ranged from 1%–9% (137).   
2.2.2.1.2 HIV and STI 
 
          STI act as co-factors amplifying HIV transmission dynamics between the HIV 
positive individual and their HIV negative partner (138).  HIV-infected individuals who 
are co-infected with STI are more likely to transmit HIV to their sex partners than mono-
infected individuals (139).  STI facilitate HIV transmission by weakening the carrier’s 
immune system, thereby increasing the likelihood of HIV infection in the event of 
exposure.  In some instances, STI may also cause ulcerations that provide a point of entry 
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for the HIV virus into the system of a HIV negative person.  Research has also 
demonstrated associations between HIV and non-ulcerative STI as well (140).  
Conversely, HIV facilitates the transmission of STI as the HIV virus weakens the 
immune system of the carrier making him or her more susceptible to infection when 
exposed to STI pathogens.  There is a high prevalence of non-ulcerative and to a lesser 
extent ulcerative STI in HIV infected patients in the Caribbean Regional studies have 
also shown a prevalence of STI in people living with HIV infection that varies from 15% 
to 25% depending on time intervals and inclusion criteria (134, 135).  In a study by 
Osewe et al. investigating trends in the acquisition of STI among HIV seropositive 
patients at sexually transmitted disease clinics, 26% of those tested positive for HIV 
returned with at least one STI within 5 years (142).  The proliferation of drug resistant 
HIV strains is a key public health priority in HIV prevention in the region as drug 
resistance to ART has been reported as high as 6% of users (128).  
2.2.3 STI Risk Factors and Vulnerabilities in The Caribbean 
Regionally around one quarter of young people initiate sex before age 15 (4).  In 
surveys in four Eastern Caribbean countries, the Dominican Republic and Haiti, the 
average percentages that had sex by the age of 15 were 31% for males and 11% for girls 
(4).  According to a recent review of regional studies conducted by PAHO, this average 
for boys may even be under-reported (4). 
The STI risks and vulnerabilities for young men in Caribbean are numerous and 
deeply ingrained in the social and cultural fabric of the region.  Pilgrim et al. conducted a 
  
28 
meta-analysis of adolescent sexual and reproductive health studies conducted in the 
region and found 12 studies that demonstrated that being an adolescent male is a risk 
factor for sexual activity, early sexual debut, and having multiple sexual partners.   In one 
study on adolescent sexual risk behavior Pilgrim et al. found that young men were 
significantly more likely than their female counterparts to report sexual activity (4,26, 
143). 
It is well documented that biological sex and gender roles are important factors to 
consider when assessing risk-taking behaviors of both young men and women in the 
Caribbean (4, 11, 141, 144).  Young women are encouraged to either initiate their sexual 
lives early and/or get pregnant and become mothers as a sign of their womanhood (144). 
At the same time, young men are often encouraged to regard sexual relations as 
conquests and to acquire many sexual partners as a sign of their manhood, in some 
cultures fatherhood as opposed to marriage is even considered the right of passage into 
manhood (4, 144–147).  In fact, in one regional study of high school students in 5 
countries, including Guyana, 49.3% of male and female respondents indicated that sexual 
prowess was an important characteristic of masculinity (143).  What is more, young men 
are more likely to be involved in sexual activity in general than their female counterparts 
and have more sexual partners (4, 144–145).  In some countries, early sexual initiation 
among males is actually encouraged in order for a young man to prove his 
heterosexuality (94,95,97–99,144,146).  As Chevanne notes as a result of his multi-
country, anthropological study on young men in the Caribbean, “the sooner manhood is 
established, the better for a young male’s image and the sooner parents can stop worrying 
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about this aspect of their son’s maturation.  Therefore, sexual activity for boys begins 
early, with the discreet knowledge of parents, and sometimes the encouragement of 
fathers” (144, p. 136). 
 
Moreover, male sexuality in the Caribbean is itself gendered (9, 15, 25, 135, 144).  
Sexual expression in the adolescent male population includes: heterosexuality, 
homosexuality, and bi-sexuality (15).  Gender expression is also diverse within the sexual 
minority community (e.g.  bi-sexual, gay, and transgender) perhaps rendering young men 
in these communities even more at risk depending upon the role that they play in their 
sexual partnerships (e.g. recipient, “giver”).   Studies in the Caribbean have shown that an 
important proportion (56 %) of gay and bi-sexual men have also had sexual relations with 
the female population at some stage of their sexual lives, making them an important key 
population for STI/HIV transmission with practices and perspectives that may be 
dissimilar to those of heterosexual men (51).  Many sexual minorities also confront 
stigma and discrimination based upon their sexual orientation that creates a barrier to 
accessing STI prevention services (125, 148–150). 
Regional studies have also found positive correlations between sexual abuse, rage, 
substance abuse and having been coerced to have sex and higher risk sexual activity (9, 
132, 151–155).  For instance, sexual abuse during childhood has been found to be the 
single most important determinant of high risk activity in young adults in Barbados 
(151).  While much of the available data that explains this phenomenon focuses on young 
girls the situation of young men remains unclear even though young men often report 
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higher numbers of sexual partners than their female counterparts.  And, while the 
Caribbean ranks the highest globally in terms of adolescent girls who report having their 
sexual debut before the ages of 15, interestingly corresponding data do not exist for their 
male counterparts according to PAHO (154). 
Peer groups also play an influential role in encouraging young men to engage in 
sex at an early age and to have multiple sexual partnerships as a demonstration of their 
manhood (4, 26, 99, 100, 114, 119, 153–154).  Additionally, young people in the 
Caribbean are exposed to several forms of media including television, movies, the 
internet and social media via mobile phone use that negatively influence their sexual 
behavior (132). 
Transactional sex contributes to the vulnerability of young adults because 
“poverty co-exists with consumerism in a context of underemployment of youth, and 
especially of women” (119, 122–124, 154–156, 159).  Therefore, economic disparity 
facilitates the trading of sex for material items, gifts, basic needs, security and money 
occurs in the region (104–107, 163).  Some young people develop relationships with men 
involved in violent and criminal activity, further exposing themselves to risk of GBV 
(152, 153).  While less common than with young women, some young men engage in 
homosexual or heterosexual transactional sex for access to consumer items (154–156, 
159, 160).  Transactional sex often takes place with considerably older partners 
(sometimes known as “sugar daddies/mammas”) who are more likely to be HIV infected 
as a result of longer sexual experience.  A study in Grenada showed that 18% of females 
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and 12% of males aged 15–24 had sex with someone ten or more years older in the past 
year (158). 
Sexual and physical abuse, neglect, and exposure to violence in the home 
(including physical punishment) also adversely affect some children in the Caribbean, 
particularly boys (4, 152, 156–158).  Child abuse is often unpunished because of the 
norm supportive of male control over members of the household and the silence of people 
who know about it (4, 9, 153). The vulnerability of children and young women is 
exacerbated by generally poor communication between parents and children and lack of 
sex education (4, 152–155).  Moreover, many adolescents and young women are ill-
equipped to communicate with their sexual partners regarding their wishes to protect their 
sexual health, and poor communication can lead to tension, violence and failure to adopt 
safer sexual practices (152). 
2.2.3.1 Sexuality and HIV/STI Risk in the Caribbean 
 
A recent regional review indicated that part of the challenge faced by the HIV 
response in the region is that in order to combat sexual transmission of HIV programs are 
required to address sexuality and sexual behaviors that are considered taboo in the 
Caribbean context (9, 148, 164) While concurrent sexual partnerships may be the norm 
many people are not willing to openly discuss the topic of sex.  This presents a barrier to 
health care seeking for STI as well as other prevention efforts.  Most importantly, when it 
comes to adolescent SRH, many parents are either unwilling or unable to communicate 
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with their children about sexuality and sexual issues due to religious and or cultural 
beliefs (4, 9, 126).  
2.2.3.2 Young Male Sexual Behavior in the Caribbean 
 
Although knowledge about STI/HIV among Caribbean youth is high (98%), a gap 
between knowledge and sexual practice has been noted.  (47, 59, 107, 132, 159). In the 
Caribbean, there are several socio-cultural practices that support risk-taking behavior that 
renders young men even more vulnerable to HIV/STI, such as having an early sexual 
debut; having multiple, often concurrent, sexual partners; inconsistent condom use, 
fathering a child as a demonstration of manhood, and using alcohol and other drugs (7–10, 
104, 107, 111, 126, 127, 132, 137, 144, 146, 158, 161).  Most of these behaviors are 
reinforced by socio-cultural and behavioral norms that are in many cases related to 
gender roles that are deeply ingrained in Caribbean cultures and often culturally 
specific (111, 132, 144, 145, 161).  For example, evidence suggests that for many young 
men in the region, sexual initiation begins earlier than that of their female counterparts 
and typically begins before the age of 15 (132).  In addition, the use of non-injectable 
drugs such as alcohol and marijuana have been also identified as correlates of risk, 
especially in adolescent males (62, 132).   
The sexual risk-taking behavior of young men in the Caribbean mirrors those for 
young men globally.  Young men in the region are encouraged to engage in sexual 
intercourse at an early age and to pursue multiple sexual partners and in order to establish 
and maintain what has been termed a “hyper-masculine” image that favors heterosexual 
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and condemns homosexual behavior (9, 10, 95, 98, 99, 132, 144, 148, 152, 154).  In 
addition, young men in the region tend not to use condoms consistently.  In one regional 
study, only 30% of young men aged 15–24 used a condom at last sex (4, 108, 155).  
2.2.3.3 Male Health Seeking Behavior in the Caribbean  
 
The health seeking behavior of males in the Caribbean mirrors that of men 
globally in that it is generally poor relative to that of their female counter-parts.  In his 
analysis of psycho-social issues involved in the delivery of primary health care, Rohan 
notes that “socio-cultural aspects of being a man or male ‘gender roles’ play an important 
role” in male mortality in the region (15).  This claim is substantiated by several others 
studies and is well documented (92–102, 111, 116–118, 136, 143).  Rohan G. applies 
Brannon’s model for male health-related roles as an accurate depiction of common 
masculine attitudes towards health that exist in the Caribbean context. (Figure 2)  
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Figure 2: Four Male Health-Related Roles  
Description of Male 
Disposition/Role 
Resulting Attitude, Behavior, or Sentiment 
“No Sissy Stuff” Denial of emotions; Tendency to hide from self-vulnerability  
(e.g. Big boys don’t Cry”); men with traditional views may be 
less likely to seek help  
“The Big Wheel” Encourages success, status, and power; Features Type A 
behavior/controlling behavior; extreme aggressiveness; easily 
aroused hostility; a sense of urgency; competitive achievement 
striving associated with increased risk of coronary heart 
disease   
“The Sturdy Oak” Maintaining and air of toughness, confidence and self-reliance; 
may manifest in denial of pain (e.g. angina, STI symptoms) 
“Give them Hell” Asks that men take risks and be aggressive; may manifest in the 
use of guns or working in a physically hazardous environment    
 
Source: Brannon R., 1976 
 
2.2.4 STI Protective Factors in the Caribbean  
A recent review of the protective and risk factors for SRH of Caribbean youth 
cites family connectedness, religious involvement, school connectedness and liking 
school as protective factors against sexual risk-taking behaviors related to HIV/STI. 
(Pilgrim) Blum et al. found that all three of these factors were protective against risky 
sexual behaviors in male adolescents aged 10–18 (143).   
 In his study of in-school youth, Ohene also observed that those students who liked 
school were less likely to report fear of consequences of delayed sex and that religious 
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student were more likely to be concerned with the consequences of sexual activity (161).  
2.2.5 Underlying Determinants of STI in the Caribbean  
The underlying determinants of the Caribbean STI/HIV epidemic are poverty/income 
inequality, migration, violence, and human rights and gender related issues such as 
gender roles and inequality, and gender-based violence (6, 152–155, 166–166, 171–172). 
These drivers produce economic disparities that result in high risk behaviors such as 
unprotected sex, multiple concurrent partnerships and inconsistent condom use. 
Adolescent males in the region are rendered even further vulnerable to contracting STI 
due to factors such as socio-economic status, migration (a common practice in the region), 
and sometimes ethnic-origin (107, 130, 131).  In general, the unemployment rate among 
youth in the Caribbean is relatively poor and “…the resulting economic disparities along 
with wide-spread poverty can lead young women and men to engage in sexual 
relationships that leave them little power to negotiate for safer sexual practices such as 
condom use” (104, 174).   
Income inequality is a strong predictor of STI prevalence among high-risk groups as 
greater inequality creates more active markets for commercial and casual sex as higher-
income men negotiate for the sexual services of lower-income sex workers. (159, 167, 
168).  Transactional sex has also been linked to gender-based economic disparities in the 
Caribbean (159).  Consequently, some men and boys have sexual intercourse with men 
for economic reasons and not because of sexual orientation or preference (160).  They 
may engage in sex for brand name shoes and other clothing (153).  Some of these boys 
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and men also provide sex to male or female tourists in exchange for goods and services 
(159–170).  Transactional sex or sexual relationships that are based upon the exchange of 
material goods, favors or currency are often-documented phenomena among young 
women in the region and to a lesser extent for young men, however, it does exist, 
particularly among young MSM (141, 164).  One study conducted by The International 
Labor Organization in Jamaica found that teenage school boys engaged in 
intergenerational sex with older women known as “sugar mummies” in exchange for 
economic support, access to education and a higher standard of living (175). 
Migration, which is also common in the region due to economic instability, also 
renders young men vulnerable to higher risk sexual activity.  According to CARICOM, 
intra-regional migration — nationals moving from country to country in search of 
economic and other opportunities is a common practice that has several detrimental 
effects on the well-being of young people, including: 1) migrants entering a country 
illegally or over-extending their stay, 2) the involuntary repatriation of youth from 
developed countries following conviction of a criminal or civil offense (deportees) to 
countries where they have few family ties and existing opportunities to continue criminal 
activities, and 3) intra-regional or internal movement (trafficking) of children and youth 
by means of coercion, threats, or deception for the purpose of prostitution, sexual slavery, 
domestic servitude, begging, forced labor or other forms of exploitation (145).  
The Caribbean is one of the most violent regions in the world (170).  Unfortunately, 
this is not without health and development consequences for the regions adolescent 
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population (144, 170–171).  Increasing exposure to violence is a reality for youth in the 
Caribbean, in particular for young men, resulting in a greater risk for school truancy, drug 
use, criminal activity and increased risk for negative SRH outcomes, including STI.  
(97, 98, 106, 107, 113, 117, 131, 144, 178).  And the reported high rates of accepting 
attitudes towards domestic/intimate partner violence has been reported in many countries 
only serve to reinforce these vulnerabilities for young men in the region (117, 141, 143, 
151–155, 171–173, 177, 179–192). 
 
Human Rights 
Despite progress in the HIV response across the region in reducing new infections 
Caribbean countries are still grappling with several political, cultural, social, and 
programmatic issues as major barriers to eliminating new STI/HIV infections, AIDS-
related deaths, and discrimination in the region.  Key issues such as stigma and 
discrimination, access to services, and protection of human rights persist, affecting the 
most vulnerable populations — including youth, sexual minorities, persons living with 
HIV, sex workers, and prisoners (3, 128, 129, 181–188, 194, 195).  
The regional human rights and STI/HIV situation is complex and varies by 
country.  However, in most countries vulnerable populations still do not have adequate 
access to health services and social protection due to laws, policies, and practices that are 
based upon moral judgments and cultural norms rather than on the human right to access 
services, and social protection (3).  Across the region people from higher socio-economic 
strata enjoy greater access to health and social welfare support (52). 
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Gender Inequality, Gender Based Violence (GBV) & HIV 
WHO defines gender inequality as “gender norms and roles, cultural practices, 
policies and laws, economic factors, and institutional practices that collectively contribute 
to and perpetuate unequal power relations between women and men….it 
disproportionately disadvantages women in most societies, …. and…. plays out in 
women’s intimate relationships with men as well as at family, household, community, 
societal, institutional and political levels”.  One consequence of gender inequality is that 
it renders some vulnerable populations (such as marginalized youth, including young men) 
less capable of control over economic and other resources (e.g. education) and decision-
making power (e.g. health care, spending household resources), makes it difficult for 
them to negotiate within, or leave abusive relationships or those where they know they 
could be at risk for HIV and/or other STI (112).  Hence gender equality is viewed as a 
human rights imperative and an essential element of effective and sustainable STI/HIV 
responses and a fundamental element for sustainable development (123). 
Gender inequality has been identified as a driver of the HIV epidemic globally 
and in the Caribbean (3, 112, 122).  It is “both a cause and a consequence of gender-
based violence” (125).  Social and culturally related attitudes and behavioral norms such 
as gender roles/relations, attitudes and behaviors have both direct and indirect effects on 
vulnerability for STI/HIV in the region.  Gender related factors affect sexual decision 
making risk-taking behaviors and can adversely affect the quality of life of those infected 
and affected by STI/HIV as well. 
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Gender-based Violence & HIV in the Caribbean 
Violence against women, including transgendered women in the Caribbean is 
pervasive (125, 152).  According to the United Nations Office on Drugs and Crime 
(UNODC) and the Latin America and the Caribbean Region of the World Bank, violence 
against women affects a significant percentage of women and girls in the region.  Their 
report indicates that three of the top ten recorded rape rates in the world occur in the 
Caribbean.  While the worldwide average for rape was 15 per 100,000, The Bahamas had 
an average of 133, St. Vincent and the Grenadines 112, Jamaica 51, Dominica 34, 
Barbados 25 and Trinidad and Tobago 18. The report further pointed to a survey which 
revealed that in nine Caribbean countries 48 percent of adolescent girls’ sexual initiation 
was ‘forced’ or ‘somewhat forced’ (170). 
Violence against women is not only a human rights violation but a key risk factor 
for HIV among women, including sex workers, transgender women and other women 
from key populations (178).  In the Caribbean, most studies point to prevalence of 
intimate partner violence of around 30% over the past year (9) in among 15–30 year olds 
in Barbados, Jamaica and Trinidad and Tobago showed that two-thirds (66.7%) of the 
young women had ever experienced violence from an intimate partner (108).  What is 
more, numerous surveys with populations including adult women, adolescents, pregnant 
women and MSM have shown people exposed to GBV are more likely to have sexually 
transmitted infections/ HIV infections/HIV or to engage in risky sexual practices such as 
sexual activity at an early age or non-use of condoms (148, 150, 152, 155, 162, 165, 166, 
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189, 190, 200–202).  
According to UN WOMEN, “There is an increasing valorization of “hard” 
masculinities (e.g. the “bad man”, “thug”, “gangsta” or “shottah”) who is violent and has 
multiple partners…and sex workers (both male and female), MSM, drug users, and 
prisoners are especially likely to be subjected to violence and this is a major reason for 
their HIV vulnerability” (98, 99, 114, 179, 199).  Their recent review of GBV and HIV 
data in the region concludes that “…GBV and HIV stigma and discrimination inhibit 
disclosure by people living with HIV and also prevent their adoption of safer sexual 
behavior.” The review also cites fear of abandonment, accusations of infidelity, 
discrimination and violence as barriers to the disclosure of HIV status that lead people 
living with conceal their status to avoid being subject to violence (152).  In both cases 
gender scripts drive increased vulnerability to STI/HIV for men and certainly young men.  
Evidence also suggests that gender roles, GBV and HIV are linked in several 
ways and that multiple factors, operating at different levels, are associated with young 
men’s risk and vulnerability to of violence and STI/HIV including (112):  
• Expressing traditional gender-related cultural attitudes and having multiple sexual 
partners is associated with young men’s reported STD symptoms; 
• Sexual abuse during childhood is associated with high sexual risk-taking behavior 
during adolescence or adulthood;  
• Men’s experience or witnessing of violence in childhood, harmful use of alcohol 
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and having multiple concurrent partners are associated with perpetration of 
violence and increased risk of HIV infection; and  
• Male control over women’s behavior (e.g., controlling women’s access to health 
care, threats, restricting mobility) is associated with intimate partner violence and 
negative HIV outcomes.  
 In the Caribbean, there are gender norms and beliefs (among men and women) 
that “condone violence against women, acceptance of norms that legitimize male control 
over women, and feminine norms that condone female submission and are associated 
with increased risk of women’s experience of intimate partner violence, male 
perpetration of violence against women, increased HIV risk-behaviors, and decreased 
access to HIV information and services” (189, 190).  For example, about one in five 
young Jamaican men agree that a husband is justified in beating his wife for at least one 
specified reason; 16% agreed that hitting is justified if the husband finds out his wife has 
been unfaithful compared to only 4% of women aged 15–24; 10.8% of young men 
agreed that if a woman disobeys her husband he has the right to hit her, compared to 
only 1.5% of young women” (206).  Similar data are found in several of the ex-British 
colonies in the region, including Guyana.  In many countries in the region domestic 
violence is viewed as a serious public health issue (181–194).  
Gender based violence in the region comes with economic consequences that are 
felt by the victim and the State (205).  These include costs incurred by the individual such 
as medical and legal fees and associated opportunity costs dues to lost earnings and the 
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such as health care for victims of violence, costs of legal services, costs of policing and 
costs of incarceration, and costs of caring for displaced children and these costs may be 
substantial (205,209).  Mansingh & Ramphal (1993) found that the Jamaican government 
in 1991 paid 90% of the direct medical costs of US $454,000 for treating 640 victims of 
intimate partner violence and other types of violence at the Kingston Public Hospital (as 
cited in 208). 
2.3 The HIV/STI Epidemic in Guyana  
2.3.1    Epidemiology 
According to the Ministry of Health Surveillance data, sexually transmitted 
infections in Guyana increased from 2007–2009, with a small decrease seen in 2010 
(210).  This trend may be partially attributed to the surveillance system strengthening 
which included implementation of revised communicable disease surveillance forms, 
along with an increase in sites providing STI services (211–212). 
In general, most cases of STI are reported from Region 4, where 41.3% of 
Guyana’s population resides.  According to routine STI program data the most commonly 
reported syndrome in Guyana is genital discharge syndrome (GDS) as the MOH follows 
the WHO guidance for the syndromic management of STI.  Although cases of genital 
ulcer disease account for over 6% of reported STI, this syndrome has been increasing 
over the four-year period from 2007–2010 (212).  The most common cause of Urethritis 
in males is Gonorrhea (33.3%), with Chlamydia being detected in 20.8% of cases (212). 
The overall prevalence of Syphilis in pregnant women attending antenatal clinic 
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(ANC) services is generally low and is used as proxy measure for the general 
population.  According to the Antenatal HIV Sero-prevalence Surveys which are based 
on RPR testing, there has been a decrease in antenatal syphilis prevalence in Guyana 
between 2004 (2.42%) and 2006 (0.66%).  This is consistent with ANC program records 
for 2002-2008 which indicate a decreasing trend for that period (212). 
A study conducted in 2000 to determine the etiology of genital ulcers among 
patients attending the Genito-Urinary Medicine (GUM) clinic found that 13% of genital 
ulcers were due to Herpes simplex virus, 11.1 % Treponema pallidum, and 3.7% 
Haemophilus ducreyi (MOH, 2000) (211).  A later study found that the majority (44.8%) 
of the ulcers was due to HSV, while no cases of T. pallidum or H. ducreyi were identified. 
(211, 212).  There was also evidence of acquired resistance to medical treatment or 80% 
of N. gonorrhea isolates in females and 68% males. The same study found that N. 
gonorrhea in Guyana has acquired resistance to both penicillin and tetracycline.  
An STI baseline study conducted in 2004 and 2006 found that both Gonorrhea 
Chlamydia were comparatively higher in males than females (210–212).  
2.3.1.1 Young Male Sexual and Reproductive Health in Guyana   
The total population of Guyana was estimated to be around 750,000 in 2002 and 
projected to have reached approximately 784,894 (approximately a .05% increase) people 
by 2010 (21, 214).  Young people aged 15–18 represented approximately 8% of the total 
population in 2002. (213, 214) (Appendix 5).  The 2002 Census also estimated that 
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approximately 12,120 young people aged 15–18 resided in Georgetown.  As males 
comprise approximately 50% of the Guyanese population, young men residing in 
Georgetown can reasonably be estimated to be around 6,060 young men.  
The National Care and Treatment Center, formerly the Genito-Urinary Medicine 
Clinic, which receives approximately 70% of all STI treatment cases in the country, 
reported that 42% of the STI cases treated in 2014 were among patients ages 15–24 (7, 
210, 212).  Males accounted for 18% of all reported cases for the period 2010–2014, 
while females accounted for 82%.  However, the higher number of cases reported among 
women is most likely explained by the health seeking behavior of men (who are more 
likely to self-treat) as opposed to women (who are more likely to access health services). 
(7, 47, 205, 206, 209). 
Guyana has had one of the highest HIV rates in the Caribbean, which has been the 
most heavily affected region outside of Sub-Saharan Africa (2.5% prevalence in, 2007 
and 1.4% prevalence in 2013, UNAIDS).  Although the HIV prevalence among youth is 
estimated to be around 1%, special studies have revealed elevated HIV prevalence among 
sub-populations of males [e.g. MSM, 2014 – 5.1%; Miners, 2014 – 1%; and Prisoners, 
2008 – 5.24%]. (7) And, despite high rates of knowledge about HIV among youth in 
Guyana (approximately 98%), 8% and 3% of in- and out-of-school youth reported having 
STI symptoms in the last year respectively (46, 47). 
According to the 2009 Demographic Health Survey (DHS), 20% (N=1,590) of 
young males (15–24) reported having sexual intercourse before age 15, and of those 
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young males (15–24, N=1,200) who ever had sex, 40% of males 15–19 and 50% of males 
20–24 reported not having used a condom the first time they ever had sex.  Twenty-four 
percent (24%) of males 15–24 (N=149) with 2 or more partners in the last 12 
months, reported not using condoms during their last intercourse; among this group 14% 
of 15- to 19-year-old males and 30% of 20- to 24-year-old males reported not using a 
condom during their last intercourse.  Data also suggested that there is a high rate of 
transactional sex and sex with non-regular partners among both male and female youth 
(47).  Furthermore, the lifetime number of sexual partners for Guyanese males is four 
times that of females (198). 
Young Guyanese males are also engaging in sex at earlier ages than older males 
did and they are exposing themselves to HIV/STI and unwanted pregnancies through low 
rates of contraceptive/condom use (215, 216).  Moreover, these young men have less 
access to SRH/FP services than their female counterparts and they do not seem to 
recognize their elevated risk (215, 216).  Violence, including “forced sex” (with males 
being both perpetrators and victims) also seems to be playing an important role in 
adversely affecting the sexual health and well-being of Guyanese males, their partners, 
and others (50, 215–217).  In addition, a recent study in Guyana revealed that the level of 
youth involvement in religious activities can influence their degree of involvement in 
higher risk sexual activity (218).  The study also suggested that the religious beliefs of 
youth in Guyana may present a barrier to them accessing prevention services while at the 
same time not necessarily preventing their high-risk activity (209). 
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In 2007, UNFPA conducted a qualitative study to assess the knowledge, attitudes 
and perceptions related to sexual and reproductive health (SRH) among Guyanese men 
aged 15–49.  Since then, heterosexual and homosexual young men have only been 
included as sub-populations in the 2008/9 Biological and Behavioral Surveillance (BSS) 
and the 2009 DHS, and a 2010 UNICEF qualitative study on the risks and vulnerabilities 
of the most at risk youth for HIV in Guyana. 
These studies reveal a paucity of services tailored to the needs of men aged 15–49 
in both rural and urban areas as well a general lack of accurate information regarding 
their own SRH and rights.  In addition, O’Toole et al. found that religious teaching 
played a significant role in reducing their pre-marital sexual activity, in decreasing 
permissive attitudes towards sexual behavior and increasing their intentions about 
retaining their virginity until marriage (218).  And several situational analyses and end of 
project evaluation reports indicate particular social marginalization and discrimination 
against of young homosexual men resulting in a markedly high risk and increased 
vulnerability to HIV/STI compared to their heterosexual counterparts.   
The UNICEF/Guyana qualitative study on Adolescent Vulnerability to HIV/AIDS 
in four regions (including Region 4) was unique in that it included a policy mapping that 
complemented the data collected from young people about their experiences (219). The 
study included a total of 352 adolescents, including 140 from urban areas and identified a 
several risks and protective factors for STI/HIV for youth aged 15–18 in Guyana.  Key 
findings included:  numerous psycho-social issues being faced by youth such as feelings 
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associated with abandonment, rape and bullying, changing social-economic environments 
in the home dues to parental migration/single parent homes, poverty, violence, peer 
pressure and a lack of parent–child communication regarding sexuality and related issues.  
It also highlighted the strong influence of the media and a lack of alternative recreational 
activities for youth as drivers of youth sexual activity and indicated that major policy 
shortcomings exist in support of adolescent reproductive health. 
Violence in Guyana  
Crime, violence (including domestic violence) and the threat of illicit drugs, 
fueled by escalating international drug trade emanating from South America and its gun 
culture, pose challenges for youth in Guyana (220).  Violence is a challenge faced 
particularly by young men (180).  UNDP’s 2012 Caribbean Development report cited 
Guyana as ranking number one in the region for the incidence of reported domestic 
violence.  Indeed, Guyana is experiencing an escalating incidence of intimate partner 
violence/domestic violence that is being reported on a regular if not daily basis in the 
local newspapers (221).  The reasons for this phenomenon are socially and culturally 
“embedded” and are also well documented (80, 97).  Similar to other countries in the 
region, the Guyanese community is comprised of cultural and ethnic groups that adhere 
strongly to traditional beliefs and practices that lead to interpersonal conflicts as well as 
risk-taking behaviors for young men.  According to the 2010 DHS approximately 18% of 
men and women agreed that is justified to hit a women and corporal punishment of 
children is also widely accepted (200).   Female victims of domestic violence in Guyana 
cite alcohol and drug use, work or family related stress, jealously and disobedience as 
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main reasons for violent interactions with partners (189).  Unfortunately, this has 
produced a social climate in which morbidity and mortality due to violence among 
intimate partners or loved ones has become a norm in the Guyanese community. 
According to the United Nations Development Program/Guyana, “there is a need for 
capacity building in the area of emotional intelligence and social cohesion” in Guyana as 
a matter of sustainable development and better governance (222).   
2.3.1.2 Adolescent SRH Programming Best Practices 
 
Adolescent sexual and reproductive health (ASRH) programming seeks to reduce 
the incidence of unwanted pregnancy and sexually transmitted infections among young 
people.  Programs generally seek to foster enabling environments for young people, 
improve the knowledge skills and attitudes of young people related to SRH, and to 
improve the health seeking behaviors of young people.  For this reason, more ASRH 
programs than in the past tend to intervene at the individual, community and institutional 
levels.  Several recent reviews have been conducted of best practices in adolescent sexual 
and reproductive health programming that highlight strategies and approaches that work 
best with this population.  In reviewing the literature 3 key programmatic practice-related 
themes emerged; 1) theoretically-based programs; 2) multi-level/component interventions; 
and 3) gender-transformative programming, and positive youth development programs. 
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Theoretically –based programs 
Theoretical models provide a logical framework as a basis for program 
monitoring and evaluation and facilitate evidence-based programming (223–225).  Four 
commonly cited behavioral change theories are:  The Health Belief Model, which 
emphasizes individuals’ perceived threat due to a health disease or health problem. The 
Stages of Change Model that focuses on an individual motivation to change, and the 
theory of planned behavior that assesses the relationship between a person’s beliefs, 
attitudes, intentions, behavior and perceived control of their behavior, and the theory of 
reasoned action postulates that individuals tend to modify their own behavior in 
accordance with those actions that they are competent, have the skills necessary and the 
knowledge to adopt (223).  These theories all seek to explain the process of behavioral 
change from varying perspectives citing different mediating factors.  Program H (the 
program recommended for implementation based upon this study’s review results) for 
example, draws upon both the interactive theory of gender socialization and an ecological 
model. 
 
Multi-component programs 
Health promotion must be concerned with health outcomes as well as equity, 
healthy public policy, and community and social well-being (225–228).  Behavioral 
change occurs at multiple levels.  As a result, there are increasing calls for socio-
ecological perspectives and approaches to health behavior change to serve as the 
foundation for more effective interventions (225, 226, 227).  In fact, this perspective 
  
50 
forms the foundation of the widely accepted approach to ‘combination prevention’ for 
HIV, which supports a multi-pronged approach to prevention that includes intervening at 
the individual, community, and structural levels in order to produce an enabling 
environment for successful programming (25, 26, 28).  Therefore, the widely endorsed 
concept of “Combination Prevention” is a useful framework to guide the development of 
a comprehensive public health response to the problem of STI exposure in young men by 
ensuring that multiple determinants and systematic barriers to the desired health 
outcomes are addressed in a coherent and coordinated manner.   
 
Positive Youth Programming  
There is growing evidence in support of Positive Youth Development Programs 
(PYD) that support youth in developing skills that complement and support their growth 
and development.  In a recent review of PYD programs, Gavin et al. (228) define PYD as 
“programs that help youth strengthen relationships and skills, embed them in positive 
networks of supportive adults, and help them develop a more positive view of their future 
by providing academic, economic, and volunteer opportunities” (228).  Their review 
assessed 30 SRH programs that fostered at least one of 12 PYD goals in multiple 
socialization domains (e.g., family, school, community) or addressed two or more goals 
in at least one socialization domain; allocated at least half of the program activities to 
promoting general PYD outcomes (as compared with a focus on direct sexual health 
content); included youth younger than 20 years old; and used an experimental or quasi-
experimental evaluation design.  The study found that 15 programs demonstrated 
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evidence of improving at least one adolescent SRH outcome.   The study also found that 
among the most effective programs family was the most common focus followed by 
school and the community context.  Activities including homework assignments in which 
students engage with their parents; parent training in supervision, discipline and parent-
child communication; and teacher training in proactive classroom management and 
interactive teaching skills were used to strengthen the family, school and community 
contexts.  All effective programs delivered activities within a supportive atmosphere (e.g., 
by modifying parents’ and teachers’ skills in child behavior management and helping 
children to succeed in school), and all but one were empowering of youth (e.g., by 
helping participants to declare a real life career choice, providing youth with 
opportunities for involvement in decision-making, helping youth engage in a ‘‘helper’’ 
role via community service).  Of the 15 effective programs, 12 communicated 
expectations for behavior (e.g., by explicit agreement on policies affecting health and 
safety and consequences for infractions), 12 provided opportunities for recognition (e.g., 
by publicly acknowledging youth’s contributions through award ceremonies and articles 
in the local newspapers about the youth’s activities), and 10 lasted at least one school 
year.  Programs with evidence of improving sexual and reproductive health outcomes 
were significantly more likely to strengthen the school context (53% vs. 7%, p < .05) and 
deliver activities in a supportive atmosphere (100% vs. 67%, p < .05), and they were 
marginally more likely to provide opportunities for recognition (80% vs. 47%, p ¼ .06). 
Effective programs were also more likely than ineffective programs to build skills (100% 
vs. 93%), enhance bonding (80% vs. 67%), strengthen the family context (73% vs. 47%), 
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engage youth in real roles and activities (93% vs. 73%), empower youth (93% vs. 80%), 
communicate expectations (80% vs. 47%), and be stable and relatively long-lasting (67% 
vs. 47%).  These differences, however, were not statistically significant.  The authors 
concluded that proven PYD programs should be included as part of a comprehensive 
approach to promoting adolescent SRH.  This strategy appears to shoe promise in 
addressing mediating factors related to poor SRH outcomes for youth (228). 
Gender Transformative Programming 
As a result of the growing attention to the mediating effect of gender on SRH and 
other health and social outcomes, Gupta and colleagues developed a gender continuum 
model (229).  The model describes four basic categories of programming of which three 
are gender neutral, gender sensitive and transformative are being increasingly applied to 
STI/HIV programming (229).  Gender-neutral programs distinguish little between the 
needs of men and women, neither reinforcing nor questioning gender roles while gender-
sensitive programs recognize the specific needs and realities of women and men based on 
the social construction of gender roles, and gender-transformative programs seek to 
transform gender roles and promote more gender-equitable relationships between men 
and women.  Finally gender empowering programs actually empower women and men to 
overcome gender–related inequalities. 
2.3.1.3 Engaging Men in SRH/STI 
The recent emergence of a global agenda to increase men’s engagement in the 
health and social sector has spurred several new, promising, seemingly effective and 
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innovations in both the program and policy arenas that may positively impact both male 
and female SRH outcomes.  In fact, several vanguard country scenarios provide a rich 
and diverse practice base for this study’s analysis (230). For example, Cambodia, Mexico, 
South Africa, and Brazil have shown progress in advancing public policy in support of 
men’s equal rights in the realms of SRH and broader social arenas that have a direct 
bearing on SRH outcomes.  Countries like Brazil and Mexico have experienced 
noteworthy policy-related gains in the areas of paternity leave rights for men, violence 
reduction and equal rights with regard to marriage for same sex couples (201).  Others 
countries like Cambodia and India have experienced positive results in improved FP/SRH 
program uptake due to greater male involvement as a result of changing policies and 
program strategies that actively reach out and engage men for their participation.  Such 
programmatic and policy innovations can be brought to bear towards reducing young 
men’s vulnerabilities to STI in other resource poor countries as well. 
Gender, therefore plays an important role in both men’s vulnerability to STI and 
the role that they play in facilitating the transmission of STI.  Because gender affects 
people’s perception of who should be using SRH services (in many cases these services 
are thought to be for females only) it consequently affects the types of services that are 
offered and the strategies used to provide them.  For this reason, gender equity in service 
provision is a key element in this study’s framework for the assessment of men-friendly 
policies.  Gender equity in this sense refers to service provision that reflects a balanced 
and gendered approach to achieving adequate coverage for both heterosexual women and 
men and sexual minorities such as gays, lesbians, and transsexuals. Unfortunately, this 
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remains a challenge in many developing countries, including Guyana. 
 Men are important drivers of the sexual transmission of HIV.  Population-based 
data on STI prevalence in the general male population is typically lacking even though 
we know that men often self-report more sexual activity than their female counterparts, 
and use health services less often for screening and treatment.  Moreover, the size of at-
risk populations such as the MSM population is unknown even though global estimates 
do exist.  In the absence of size estimations, one solution may be to ensure that the 
general male population (regardless of social or economic status and/or sexual orientation) 
receives equal access to SRH/STI services.   
2.3.1.4 Effective Programming for Young Men  
The literature review generated 1,637 program evaluation studies that included 
adolescent males, of which 52 met this study’s inclusion criteria.  The resulting fifty-two 
programs were rated on overall effectiveness giving more weight to randomized control 
trial and quasi-experimental designs to assess evaluation design and giving more weight 
to interventions that confirmed behavior change on the part of men or boys to assess the 
level of impact (228).  Appendix 3 summarizes and maps the findings of this review with 
the aim of ranking overall effectiveness of programs that target young males aged 15–18.  
The majority of studies identified were conducted in either the U.S. (n=13) or 
South Africa (n=13).  The remaining studies were conducted in Uganda, Kenya, Nigeria, 
Ethiopia, Madagascar, Mexico, India, China, Italy, and The Dominican Republic 
(Appendix 4).  Studies took place in mostly urban settings with a few that were 
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conducted in both urban and rural settings.  Several studies reported their theoretical 
underpinnings citing the following: Social Cognitive Theory, Theory of Planned 
Behavior Theory of Reasoned Action, The Systems Theory, Self-regulation Model of 
Illness Behavior, Information, Motivation, and Behavioral Skills model, The Stages of 
Change Model and Social Learning Theory. 
Eleven (11) studies were Randomized Controlled Trials (RCT) and the remaining 
43 were non-RCT designs.  Of a total of 54 studies identified over half demonstrated 
either promising (n=27) or effective (n=8) results.  The remaining 19 studies 
demonstrated unclear results based upon this review’s assessment criteria.  Interestingly, 
among the 7 programs categorized as effective 5 targeted young men only, 6 were gender 
transformative, all were theoretically based, and 7 were multi-component interventions. 
Regarding intervention strategies, surprisingly few studies focused on peer-
education only (n=1) although several (n=25) included adult and peer deliverers as part of 
a larger intervention.  Overall results indicate that the effectiveness of this frequently 
used strategy is unclear.  On the other hand, the vast majority of impact studies have 
focused on the implementation of structured sexuality education or prevention curricula 
with in-school youth.  Half of the studies assessed were multi- component programs 
(n=28).  These programs typically included elements such as mass media, group and 
individual level interventions.  
Sixteen studies were gender transformative, that is they addressed harmful gender 
norms that act as determinants of STI risk.  Of the programs included in this review, 66%  
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– 2/3 of those rated as effective were gender transformative, 20% – 1/5 of those rated as 
promising were gender transformative and 50% of those programs that demonstrated 
unclear results were gender transformative.  Twenty-nine (29) studies focused on 
programs that took a gender-neutral approach that focused on basic SRH and or STI 
prevention messaging for youth. 
Overall the most effective interventions identified by this review were 
characterized as being theoretically based, having a multi-component design using a 
gender-transformative approach, and promoting comprehensive sexuality education. 
Promundo’s Program H was selected as the program model to be vetting by young men, 
aged 15–18 in Georgetown along with other community stakeholders.  The program 
demonstrates the closest fit to the Guyanese socio-cultural context.  It also had the most 
vigorous evaluation design and outcomes that align most closely with the needs 
expressed by the young men in the Georgetown community.  Lastly, this program model 
fulfills these criteria of an effective intervention as defined by this review. 
Table 3 in Appendix 5 summarizes the remaining characteristics of the studies 
identified in this review. 
2.3.1.5 Policy Mapping  
 
The legal and policy environment can influence the way in which public health 
programmes are implemented, and perceived, and therefore their overall effectiveness 
and benefit consumers.  As the policy-level participants indicated, the legal and policy 
environment does have some bearing on their work and the men’s engagement movement 
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in Guyana.  Guyana has extensive constitutional and legislative provisions that seek to 
promote equality between the genders and prevent discrimination. Guyana’s constitution 
(section 149) prohibits discrimination on the grounds of race, place of origin, political 
opinion, color, creed, age, disability, marital status, sex, gender, language, birth, social 
class, pregnancy, religion, conscience, belief or culture. The constitution (Section 249) 
also protects free choice of employment, equality before the law, equality of birth status 
and equality of women.  All of these rights are applicable to young men of all sexual 
orientations in Georgetown, inclusive of transgender. 
It ought to be noted that in 2000, Guyana’s constitution was extensively amended 
and the discrimination clause included protection for sexual orientation.  However, this 
amendment lapsed after the President of Guyana failed to provide assent to the 
amendment bill, largely based on representation by the faith-based organizations. Guyana 
also has an Equality Rights Act (1990) and Prevention of Discrimination Act (1977).  
This signals the importance of and need for closer collaboration, education and training 
with the faith community. 
The purpose of this section is to map the current legal and policy environment in 
Guyana to determine the extent to which it addresses issues related to the vulnerabilities 
cited by young men and other stakeholders in Georgetown and identify gaps.  When it 
comes to adolescent males there are several elements of Guyana’s legislative and policy 
framework that support the protection of their rights and thus are supportive of the 
proposed program.  The areas addressed by the framework include protections of young 
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men’s right to health, education, decent work, freedom from forced labour, sexual 
coercion/exploitation, domestic abuse, human trafficking, stigma and discrimination.  
The table in (Appendix 4) presents the international, regional and national policy 
frameworks that can be brought to bear in support to protect and support the health and 
well-being of young men. 
 
Sustainable Development Goals (SDG)  
Stakeholders expressed several concerns regarding the development trajectory of 
young men in Georgetown that are inextricably linked to their vulnerability to STI 
exposure.  In addition to the several international conventions (cited in the table in 
Appendix X), the recently adopted Sustainable Development Goals (SDG) also provide a 
broad policy platform that, when effectively operationalized, protect the rights, health and 
well-being of young men.  The SDG’s are a set of 17 global goals which, if achieved, will 
significantly transform the global community.  Of the 17 goals, 7 with potential to 
support the health and welfare of young men are highlighted in (Appendix X).   
Regional  
At least four regional frameworks exist at the regional level that support actions 
that address the main social issues articled by key stakeholder in reference to young 
men’s SRH and related development needs:  The Caribbean Regional Strategic 
Framework of HIV and AIDS (2014–2018), The Caribbean Regional Integrated Strategic 
Framework for the reduction of adolescent pregnancy, The Caribbean Community 
Strategic Plan (2015–2019), The CARICOM Youth Development Action Plan (CYDAP) 
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2012–2017.  These frameworks address the regional work in the areas of HIV and STI, 
teen pregnancy prevention and SRH, and youth development, including education and 
job training. 
The mapping of legislation and policy seeks to respond to seminal questions, such 
as to what extent is the HIV adolescent situation reflected in national development 
strategies, to what extent do national poverty reduction strategies include plans to address 
HIV related vulnerabilities among adolescents, and how do these strategies and plans 
inform and guide the work of implementing ministries. These vulnerabilities encompass a 
broad range of sectors including economic (poverty, unemployment), social (health, 
education, juvenile reform, sexual abuse, gender based violence), and even political 
(participation in youth groups, representative bodies, etc.).  One objective of this aspect 
of the research was to explore the extent to which there were policy provisions that were 
supported by law.  As such, this section maps several key policies and programmes (see 
Appendix 4). 
The mapping revealed that there are a broad range of formal policies/laws that 
speak to the needs and human rights-based protections of adolescent males.  However, 
through stakeholder interviews, it was revealed that two policies/laws serve as barriers to 
young men accessing services.  The first one is the age of sexual consent.  While this law 
in itself is does not pose a barrier to services it is the unwritten policy which states that 
anyone below the age of majority (18 years old).  The second one is the anti-sodomy law, 
which criminalizes same-sex relations.  The existence of this law substantiates 
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discriminatory behavior towards sexual minorities and drives them away from needed 
SRH service. 
2.3.1.6 Policy/Practice/Legal Considerations & Practices 
In order to address any social problem, including STI, we need to understand the 
direct causes as well as how human society is contributing through its policies, decisions, 
and actions (232).  Formal or informal policies create the rules by which things are done 
they represent leverage points that are influential to the system’s direction (232).  Yet 
policies are difficult to change unless their relationship to the interests of social groups is 
well understood (232).   The policy environment is critical to the success of any public 
health response because it can support a social environment that promotes or impedes 
positive institutional, community or individual behavioral change.  Hence, the policy 
environment must be taken into consideration if the structural factors that may influence 
the success of the proposed STI program are to be effectively addressed.  
When it comes to young men’s vulnerability to STI it is useful to understand the 
larger policy context within a country and how men’s health and welfare is viewed 
overall to shed light on the reason for apparent gaps or missed opportunities in the 
SRH/STI policy scheme.  The national policy structure gives general insight into the 
state’s views on social issues (including STI) that effect men and their families and can 
also be used to assess the public’s view of and relationship with the current health and 
social services that support the health and well-being of young men. Furthermore, 
assessing policies using a gender perspective can highlight insufficiencies in addressing 
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specific issues such as men’s access to SRH/STI services.  
Policies are often the product of social norms, attitudes and perceptions. In some 
instances, however, policies have not yet caught up to the society’s views.  Men are often 
invisible to the health system and do not seek services, even while public health data 
confirm their higher vulnerabilities in the cases of suicide and substance abuse (92,96,97).  
SRH-related policy research focusing men and boys is nascent relative to that of women 
and girls and has not yet evolved to the point of conducting impact level evaluations that 
effectively link the policy environment to improved SRH health outcomes for men and 
their partners (231).  However, several international efforts and dialogues have produced 
recommendations and seemingly promising practices that can be used as models for 
increasing access to these direly needed services for men. Because the social and cultural 
factors that contribute to men’s vulnerabilities to STI are related to social issues that often 
fall beyond the auspices of the Health Ministry, it is necessary to use a broader lens in 
order to have a comprehensive understanding of the policy environment in country.  
Even though this review identified no policy analysis in the area of men’s sexual 
and reproductive health or STI prevention it found that a common observation in policy 
analysis is that gaps often exist between national policy, policy proclamations and 
technical norms and what happens at the level of implementation of public or publicly 
funded services (201).  These gaps may be due to challenges such as delays in the 
legislative process or oversights or insufficiencies in institutional capacity for policy 
enforcement.  Unfortunately, institutional capacity may remain a barrier to effective 
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policy implementation in many low- to middle-income countries such as 
Guyana.  However, a male-friendly policy framework that creates an enabling 
environment for male engagement in better health and social wellbeing (for themselves 
and women and children) represents a good starting point for effective programming.  
The existence of such a policy framework implies good political will and can indicate 
more progressive attitudes towards engaging men in their own health. 
A recent multi-country policy study conducted in South Africa, India, Mexico 
Chile, Brazil, Norway and Tanzania called the “IMAGES” project, was conducted in 
2009 by partners working in the men’s engagement arena.  The study found that some 
countries like Mexico have made some impressive advances in terms of policy 
development regarding men’s health and well-being such as guaranteeing 10 days paid 
paternity leave, broadening the content in school curricula regarding gender to include 
broader interpretation that only women, and legalizing civil union between same-sex 
couples.  In South Africa, The Sexual Offenses and Related Matters Act 32 of 2007 
defines rape as non-consensual penetration in all circumstances; applies to both men and 
women. Brazil’s National Program for the Inclusion of Youth (Projovem) devotes some 
public funds to various education programs, creates program called “First Job”. 
Based upon case studies conducted in each of these countries that focused on 
recent advances in the public dialogue about men’s rights and related policy reform the 
study identified broad policy areas related to men’s health. The IMAGES multi-country 
policy study, therefore, used a framework that considered the broad range of social issues 
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that ultimately effect men’s health and well-being that will inform this study. The study 
focused on policy areas that directly affect men regardless of their sexual-orientation and 
can have a direct bearing on their vulnerability to STI and how they respond to SRH/STI 
programming.  They included: 
• Civil and human rights, including ending sexism, ending homophobia and  
reducing ethnic-based discrimination; Employment, income support 
discrimination and gender equity in the workplace, employment, promotion, job 
flexibility, income support and conditional cash transfer initiatives, and other 
social development and welfare policies; and livelihood policies,  
• Family life, including the civil code, joint custody laws, divorce legislation, 
maternity/paternity leave (and parental leave in case of illness of a child), and 
encouraging men’s participation as fathers and caregivers; 
• Health, including general health promotion, sexual and reproductive health 
HIV/AIDS prevention and treatment, youth and adolescent health, mental health, 
substance use, and injury and accident prevention; 
• Education, including policies to promote gender equity and the specific 
challenges of low-income boys and school dropout; 
• Violence prevention, including gender-based violence prevention, sexual violence 
and sexual exploitation and trafficking, violence against children and     
adolescents, and violence against the elderly; and 
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• Public security, including policies relating to the police and the armed forces and      
incarceration. 
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CHAPTER THREE 
 
3.1 The Cooperative Republic of Guyana  
3.1.1 Geo-Political Situation  
Guyana is a former British colony that received its independence in 1966.   It is 
the only English–speaking country in South America.  It shares closer cultural, social & 
economic ties with the English-speaking Caribbean and is a member of the Caribbean 
Community (CARICOM).  With a land mass of 214,970 km2 (about the size of the state 
of Idaho in the United States of America), it is located on the northeastern coast of the 
continent and is bordered by Brazil, Venezuela, and Suriname (1). (Appendix 6). 
Guyana has 10 administrative regions that are characterized as rural, urban or 
hinterland.  Four of the administrative regions have urban centers (regions 2, 4, 6 and 10) 
in which 29% of the total population resides (2). (Appendix 6).  Seventy-two percent of 
the population is clustered in villages, mostly along the coastal belt (regions 3, 4, and 6), 
as well as a few other settlements scattered deep in the country’s hinterland (2). 
According to the Economic Commission for Latin America and the Caribbean, almost 
90% of Guyana’s population lives along a narrow strip of the coastline, which is the 
administrative, agricultural, commercial, and industrial hub of the country (2). 
Georgetown, the capital, is in the Demerara-Mahaica Region (Region 4) which 
extends east of the Demerara River to the Western bank of the Mahaica River.  This flood 
prone area is predominantly a low coastal plain with a small portion of the hilly sand and 
  
86 
clay further inland (2).  Georgetown has an estimated population of 34,497 (2). 
(Appendix 7). 
Guyana has a multi-party parliamentary democracy with free and democratic 
electoral processes.  The Executive branch consists of the President, Prime Minister and 
the Cabinet.  The Legislative Parliament is a unicameral National Assembly of 65 
members elected by popular vote (3). In addition, it includes a maximum of four non-
voting ministers and two non-elected, non-voting parliamentary secretaries appointed by 
the President. Members serve five-year terms (3).  The Judiciary branch consists of the 
Supreme Court of Judicature:  the High Court and the Court of Appeal, with right of final 
appeal to the Caribbean Court of Justice (3).  There are a total of 17 ministries, including 
the ministry of health, that fall under the auspices of the Cabinet and the executive branch 
(Appendix 8). 
While the political landscape is considered a multi-party system, the two main 
political parties, namely the People’s Progressive Party - Civic (PPP-C) and the People’s 
National Congress - Reform (PNC-R) have constituencies that are located primarily in 
the Indo-Guyanese and Afro-Guyanese communities, respectively (4).  There is a 
perception that voters tend to vote based upon ethnic affiliation.  However, both parties 
agree on the need for social and political stability, respect for cultural diversity, harmony, 
and good governance (4).  Nonetheless, Guyana continues to face on-going challenges 
with social cohesion. 
Guyana has ratified or acceded to several United Nations human rights treaties 
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and more recently, the Convention on the Rights of Migrant Workers and their Families 
and the two Optional Protocols on the Rights of the Child. It is a signatory to the United 
Nations Convention on the Rights of Persons with Disabilities and the United Nations 
Declaration on the Rights of Indigenous Peoples (4).  It has also acceded to the Inter-
American Convention of Belém do Pará and the Inter-American Convention against 
Corruption (4).  These Conventions establish the Government of Guyana’s (GoG) 
commitment to human rights, and set the standard of the type of society the Government 
wishes to construct (4).  
3.1.2 Demographics  
The total population of Guyana was estimated to be around 750,000 in 2002 and 
projected to have reached approximately 784,894 (.05% increase) by 2010 (2, 5). Young 
people aged 15–18 represented approximately 8% of the total population in 2002 (2). 
(Appendix 9). The 2002 Census also estimated that approximately 12,120 young people 
aged 15–18 resided in Georgetown. As males comprise approximately 50% of the 
Guyanese population, young men residing in Georgetown can reasonably be estimated to 
be around 6,060 young men.  Taking into consideration a .05% increase, the target 
population for the proposed project in Georgetown is an estimated 6,666 young men aged 
15–18. 
Guyana is a diverse country in terms of ethnic composition, religious and cultural 
practices, political affiliations and available natural resources. The history of Guyana is 
characterized by occupation, exploitation and struggle (4). The country was populated by 
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the Amerindians before the European conquest and large numbers of slaves and 
indentured servants were brought from Africa, India, China, Madeira, and Portugal to 
supply labor for the plantation economy (234).  It is this history that has created this 
ethnic diversity, along with its biodiversity that makes Guyana a unique country in this 
hemisphere (4). 
According to the 2002 Census, Indo-Guyanese made up 43.5% of the population, 
followed by Afro-Guyanese at 30.2%, Mixed at 16.7% and Amerindians at 9.1%.  People 
of European and Chinese descent represent less than 1% of the population (214).  The 
fastest growing ethnic group is the Amerindian population (4).   Various Christian 
denominations constitute 53% of the population of Region 4 followed by Hindus (24%), 
Muslims (6%), and the Bahá'í Faith (0.1%) (2). (Appendix 10).  
3.1.3  Economic Situation 
The economy in Guyana is primarily based upon its abundant natural resources 
(bauxite, diamonds and gold), however, there remains much work to be done in achieving 
an acceptable level of equity with regard to the distribution of resources (4). 
Unemployment remains an obstacle to human development. The national unemployment 
rate is approximately 10% (2).  There are, however, many sugar estates, such as Diamond, 
Enmore and La Bonne Intention, owned and controlled by the Guyana Sugar Corporation 
(GUYSUCO). In addition, some residents of region 4 work on coconut estates, and many 
people have their own kitchen gardens. Cattle are also reared in small quantities for beef 
and dairy purposes (2). 
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Despite disparities in the poverty rate, mainly attributable to the fact that there has 
been no regression in poverty rates between 1999 (35% living below the poverty line, 
19% living in extreme poverty) and 2006, there is less inequality in consumption, as 
indicated by Gini coefficients of, respectively, 0.413 and 0.35 in those years (5, 6).  This 
can be attributed to the fact that poverty reduction has also been addressed through the 
provision of services that satisfy basic needs, particularly for population groups at higher 
risk (4).  Examples of these services include free health and education services, a 
universal school uniform program, automatic waiver of the tariff for water supply up to a 
specified maximum for older persons who satisfy certain criteria, eligibility of all persons 
over 65 years to receive a state pension, public assistance to those in especially difficult 
circumstances, and the Single Parent Assistance program (4). 
The Government of Guyana addresses poverty alleviation through its social 
spending program.  Early expansive economic growth during 1991–1997 enabled 
absolute and extreme poverty to decline from 43% and 29% respectively in 1992/93 to 
36% (earn US$510 per year) and 19% in 1999 (4).  However, the latest poverty figures 
available revealed that 36% of the population lived in moderate poverty and 19% in 
extreme poverty (2006 data). 
Guyana has made some progress in social development in the last decade. The 
UNDP’s Human Development Report 2015 re-classified Guyana as a “medium human 
development” country. It was ranked 124 of 169 countries in the Human Development 
Index (HDI) (7, 8). (Appendix 11).  Although much of the population in the cities is 
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better off than those in other parts of the country, large pockets of poverty in urban 
locations, like Georgetown, exist (4). (Appendix 12). 
By ethnic group, the highest level of poverty, as measured by economic indicators, 
is among the Amerindian population (4).  In addition to Amerindians, the GoG has 
identified several vulnerable groups for special attention in its 2010 Universal Periodic 
Review report to the United Nations Human Rights Council, including women, the 
elderly, children and persons with disabilities (9).  As a result, several social safety nets 
such as labor market and microcredit programs administered by Government and donor 
organizations have been introduced to protect the poor and vulnerable. However, the 
number and reach of these programs needs to be widened (4).  
The GoG’s effort to improve access to services at the community level is 
demonstrated by its focus on delivery of primary health care and universal access to 
education.  Some examples of these are: The Hinterland Scholarship Program, legal aid 
services established in most regions, development of the Package of Publicly Guaranteed 
Health Services (PPGHS), expansion and upgrading of health infrastructure, and 
establishment of youth-friendly health centers and community adolescent/youth-friendly 
spaces supported by the Ministry of Culture, Youth, and Sports (4). 
3.1.4 Health and Education 
The annual social sector expenditure for 2005 to 2009 was 34% of total GoG 
expenditure and 11% of Gross Domestic Product (GDP), the average in Latin America 
and the Caribbean (4).  The largest proportion of the social budget of 2010 was allocated 
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to education (38%), followed by health (25%), housing and water (14%), social 
protection (10%), community services (6%), and poverty alleviation programs (7%) (10). 
Expenditure in the health sector increased between 2005 and 2011, from 7.5% of 
the budget to 9.7% in 2011 (10).  Per capita expenditure on health increased from US$61 
in 2005 to US$79 in 2008; 12% of health-related expenditure was from private, out-of-
pocket expenses (11).  The GoG provided primary health care, hospital services and 
administration.  
The GoG also reports that education is financed primarily by Central Government, 
and is, on average, 15% of GDP, and was reported at 15.8% in 2011 (4). 
3.1.4.1 Health 
The GoG has renewed its commitment to achieving all the health Sustainable 
Development Goals (SDGs).  The Minister of Public Health has identified combating 
childhood illnesses and maternal deaths — related to MDGs 4 and 5 — as the country’s 
most important public health goals for the next five years (12).  In some areas, such as 
HIV, substantial progress has been made, as evidenced by decreases in HIV prevalence 
among pregnant women (2.3% in 2004 to 1.1% in 2009) and decreases in mother-to-child 
transmission of HIV from 16% in 2005 to 3.8% in 2009 (13). However, according to the 
2009 Millennium Development Goals assessment, Guyana’s status with regard to 
achieving MDG 5 or universal access to sexual reproductive health services (SRH) 
services was rated as having a “mixed outlook” with “potential” for achievement by 
2015 (4).  
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In 2008, the five leading causes of death, in rank order, were Ischaemic Heart 
Diseases, Cerebro-Vascular Diseases, Neoplasms (cancer), Diabetes, and HIV (4). 
According to PAHO Guyana, “this morbidity profile can be improved substantially 
through enhanced preventive health care, better education on health issues [...] and 
increased access to basic health care of good quality.” (11) (Appendix 13). 
The current National Health Sector Strategy “Health Vision 2020 - Health for all 
in Guyana” - 2013 – 2020 outlines the GoG’s priorities in health development.   With a 
strong emphasis on human rights and the reduction of health inequities by population, the 
GoG has clearly outlined its plan to make families, including men, a central focus in the 
improvement of the nation’s health. Its priority areas for action are family health 
(formerly maternal and child health); chronic non-communicable diseases; communicable 
diseases, including HIV, STIs, tuberculosis and malaria; and emerging diseases, 
including SARS and avian influenza; mental health; and health promotion and risk 
reduction.   In addition, Health Vision 2020 aims to provide greater access to basic health 
services, strengthen primary health care, and reduce inequities.  
In contrast to the previous health sector strategy, the Health Vision 2020 
explicitly calls for “[…] collaboration with the community and stakeholder organizations 
to develop promotional interventions to encourage the use of Family Wellness Centers by 
men (p. 74) as well as the strengthening of facilities and capacities to promote sexual and 
reproductive health through:  
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1) Development of strategies including behavior change measures to reduce the 
prevalence and incidence of STIs targeting the life stages; 2) Development of an evidence 
base for designing targeted interventions by identifying the risk base and enabling 
societal and environmental factors; 3) Provision of screening for STIs based on risk 
analysis; 4) Provision of health education and promotion interventions to increase 
knowledge and change behaviors and attitudes; and 5) Provision of sexual and 
reproductive health services that address the needs of the disabled (p. 75). (Appendix 14). 
The GoG is “challenged with retaining skilled personnel and continuous training 
to meet new and technological and medical advances, life style choices and cultural and 
geographic realities that effect increases in chronic, non-communicable diseases and 
communicable diseases; and the financial and structural barriers to receiving services that 
some individuals face [...]” (12).  These barriers can adversely affect timely access to 
early screening and management of illnesses. Furthermore, people with disabilities may 
also face additional barriers when facilities are not physically accessible (4).  
While there is currently no comprehensive or adolescent-specific national SRH 
policy and few programs specifically designed for men, several key programs and 
policies including “Health Vision 2020” represent an emerging commitment by the 
government to address key aspects of men’s health and welfare, including the prevention 
of STI (15).   For example, youth –friendly health services were established in 2005; the 
national HIV/AIDS workplace program was established in 2009; the first national STI 
reduction strategy for the general population was drafted in 2010; and the 2013 HIV 
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Vision 2020 strategy specifically cites gender-transformative programming and a focus 
on men and boys as a priority area of work. Furthermore, the Ministry of Social 
Protection (MSP) has recently enacted child sexual assault legislation that outlaws sexual 
abuse of minors, established a national violence reduction policy and program, and 
established a “Men’s Bureau” that focuses primarily on violence reduction.  The MSP has 
launched a national gender –based violence strategy in 2012 in support of the National 
Domestic Violence Act of 1996.  Finally, the Ministry of Education enacted a new 
National Youth Policy in Parliament in 2015, which calls for the provision of 
comprehensive sexuality education for young people. 
STI/HIV screening and referrals are currently being offered through a small 
network of public and private service provision sites in Georgetown.  Group education 
and individual counseling services are being offered at these facilities and in some 
community based organizations such as youth services organizations and battered 
women’s shelters.  The MSP and a few community/faith-based organizations (CBO/FBO) 
also conduct small-scale community-based dialogues with men about male-specific 
health and social welfare issues with an emphasis on violence prevention. 
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CHAPTER FOUR 
 
4.1 Primary Data Research Approach, Study Design and Methods 
This section provides an overview of the project design and framework and a 
description of methods, guided by each study objective and research question.  
4.1.1 Project Design Overview 
The goal of this applied public health research project is to determine the best 
programs and policy recommendations to address the behavioral and contextual factors 
that put males aged 15–18 at risk for contracting sexually transmitted infections (STI) in 
Georgetown, Guyana.  The study aimed first to explore STI-related risk and protective 
factors for young males in Georgetown, then to develop recommendations for the country 
to move forward and assure programs that will reduce STI and promote the sexual health 
of young men.  The study was guided by a socio-ecological analytical framework to 
delineate various levels of influences (e.g., family, community, and society) on young 
men’s sexual health to guide the development of the program plan and policy 
recommendations. 
The research questions are as follows:   
1a) What behavioral and contextual, protective/risk factors have been shown to underlie 
the sexual health of males aged 15–18 worldwide? 
1b) What best practices have been supported by robust evidence to effectively reduce STI 
prevalence among young men aged 15–18 worldwide? 
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2a) According to males aged 15–18 in Georgetown, Guyana and other key stakeholders, 
what behavioral and contextual protective/risk factors underlie their sexual health? 
2b) According to males aged 15–18 in Georgetown, Guyana and key stakeholders, what 
existing programs, both locally and globally, could be adapted and effectively prevent 
STI and promote the sexual health of young men in Georgetown, Guyana? 
3) Based on a comparative analysis of findings from the literature and primary data 
collection, what program and policy plan can be implemented by the Ministry of Health 
to effectively prevent STIs and promote sexual health among young men aged 15–18 in 
Guyana?1 
 
4.1.2 Research Approach and Framework 
The project’s approach reflects the premise that both evidence and community 
participation are keys to the development of effective programs geared towards 
improving a population’s health (1).  To understand how best to craft an effective 
intervention for young men in Georgetown, Guyana, it is necessary to understand the 
various factors that may play a role in their sexual and reproductive health STI/ SRH 
related decisions. The current STI situation that young men aged 15–18 in Georgetown 
confront is the product of the collective reality of their lives and the communities in 
which they live (1–4).  While the global literature may shed some light on likely 
determinants of STI in young men, only young men and members of their communities 
can provide an accurate depiction of the realities that influence the sexual health of young 
men in Georgetown (5).   Therefore, to comprehensively address STI in young males, it is 
necessary to go well beyond understanding individual level factors of risk and resilience 
and individually-targeted interventions.  An understanding of the multiple levels of social 
                                                
1 Appendix 15 presents sub-questions and the data collection methods and data sources related to each 
question.  
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and ecological factors that underlie the risk for and protection against STI must inform 
our approach to supporting them in improving their sexual health (2, 3, 6). 
To understand these multiple levels, I have employed qualitative research 
methods to capture the personal perspectives of young men and other key stakeholders in 
their social world about their unique ‘lived experiences’ with regard to STI management, 
prevention, and control for young males in Guyana and elsewhere.  Qualitative research 
is a broad umbrella term for research methodologies that describe and explain persons’ 
experiences, behaviors, interactions, and social contexts (5, 7).  As such, qualitative 
studies provide answers to the questions of why or how a phenomenon in question 
occurs.  They often employ multiple methods that permit the triangulation or the use of 
various data sources to verify and validate findings (8). 
4.1.3 Study Analytical Framework 
Health promotion must be concerned with health outcomes as well as equity, 
healthy public policy, and community and social well-being (1–3, 9–12).  As a result, 
there are increasing calls for socio-ecological perspectives and approaches to health 
behavior change to serve as the foundation for more effective interventions (8).  In fact, 
this perspective forms the foundation of the widely accepted approach of ‘combination 
prevention’ for HIV, which supports a multi-pronged approach to prevention of HIV that 
includes intervening at the individual, community, and structural levels in order to create 
an enabling environment for successful programming (13).  
‘Combination Prevention’, a conceptual model based upon a socio-ecological 
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approach to prevention science, is a useful framework to guide the development of a 
comprehensive public health response to the problem of STI exposure in young men by 
ensuring that multiple determinants and systematic barriers to the desired health 
outcomes are addressed in a coherent and coordinated manner.  This project was guided 
by an adapted version of Bronfenbrenner’s socio-ecological model that has been applied 
to adolescent STI prevention in the United States and adolescent SRH in the Caribbean (3, 
14–17).  The Bronfenbrenner model is an appropriate framework for the study, as it 
considers the multiple levels of influences, the interplay between them and their effects 
on adolescent development (8).  The model includes five ecological “layers”;  the 
microsystem – complex relationships between the adolescent and his immediate 
environment (e.g. parent-adolescent,  peer-peer); the mesosystem, - major systems that 
comprise the setting(s) in which the adolescent navigates his life, such as the family and 
school environments;  the exo system - social structures that affect the immediate social 
environment of the adolescent  (e.g. parent or adolescent work environment); the macro 
system,-  the overarching culture or sub-culture from whence the previously mentioned 
systems emerge  (e.g. human rights, stigma and discrimination, gender inequality, and 
violence; and finally the chronosystem-  which addresses changes in any of these systems 
over the course of the adolescent’s life (4).  The model was modified to include two 
critical elements—programs and policies at the exo- and macrosystem levels—in order to 
serve the project’s aims and to capture the importance of services and policies (or their 
absence) to men’s sexual health. (See Diagram 1) 
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Diagram 1: Study Analytical Framework 
 
 
 
For example, individual risk of STI may be determined in part by the level and 
types of STI related knowledge, attitudes, and behaviors of young men, which in turn are 
influenced by information shared with them by their family, peers, other community 
members, and the media.  These same factors may also be a function of their access or 
lack of access to SRH information, services and programs, which in turn may be 
determined by the policy environment.  Young men are also influenced by macro-level 
factors such as socio-economic status and disparities, and cultural attitudes and practices 
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related to issues such as human rights, gender-equality, violence, and stigma and 
discrimination (17, 18–27). 
In order to further address the programmatic and macro-level issues, this study 
includes a mapping of the existing programs and policies related to male SRH/STI 
prevention in Guyana and recommendations on how to create a more enabling 
environment to increase young men’s access to SRH/STI services.  
The socio-ecological model guided all data collection and analyses for the project, 
which assured a broad description of the local social, cultural and policy contexts that 
influence the SRH/STI-related behavior of young men aged 15–18 in Georgetown. 
4.1.4 Methods of Inquiry  
I employed three methods of inquiry: 1) a systematic review of the evidence 
regarding contextual and behavioral determinants of young male sexual health/STI and 
global best practices to promote SRH and prevent STI among young males; 2) focus 
group discussions (FGD) and in-depth interviews (IDI) with multiple stakeholders; and 3) 
a comparative analysis of findings from these two sources with application to program 
and policy recommendation for Guyana to promote the sexual health of young males. 
The following section describes the methods of data collection and analysis 
methods used for each research question.    
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Research Questions 1a & b:  
1a) What behavioral and contextual, protective/risk factors have been shown to underlie 
the sexual health of males aged 15–18 worldwide? 
1b) What best practices have been supported by robust evidence to effectively reduce STI 
prevalence among young men aged 15–18 worldwide? 
 
4.1.5 Data Collection Strategy Question 1 
I conducted a review of national, regional and global peer-reviewed and grey 
literature to identify: a) behavioral and contextual protective/risk factors that have been 
shown to underlie the sexual health of males aged 15–18 and b) programmatic 
approaches to promote male SRH and prevent STI in the adolescent and young male 
population using the following criteria:  
• a peer-reviewed journals; 
• STI-related outcomes; 
 
• English-language publications between January 1, 2000 and January, 2017; 
• adolescent males aged 15–18 years (or study samples inclusive of males in 
this age range), or studies comprised of a larger sample (preference was be 
given to studies in which they explicitly separated the sample into the 
above-mentioned age range or a cohort aged 15–18 or 20); 
• clear description of sample selection, study design, and results; and  
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• a sample size of 100 or more for quantitative studies, with allowance for 
smaller sizes only if the population used or outcome assessed was rare 
(7,28). 
I reviewed STI and SRH correlates and determinants related literature for 
adolescent populations using the following databases in response to question 1a. In 
response to question 1b, I reviewed studies that have used experimental, quasi-
experimental, and/or descriptive designs to evaluate STI prevention- related outcomes.  
For both reviews I used the following major public health, psychological, and social 
databases:  Pub Med, Web of Science, PsycINFO, ERIC (Education Resources 
Information Center), POPLINE, SciELO, The Men’s Bibliography, Interagency Gender 
Working Group (United States Agency for International Development), and Google 
Scholar. 
For my review related to question 1a, I searched the databases above using the 
following key words/phrases: STI prevention; STI in developing countries; STI and 
adolescents in developing countries; global estimates of STI and adolescents and males; 
STI prevention in adolescents; HIV prevention  and adolescents; STI and young people 
and developing countries; SRH and adolescents, determinants and SRH and adolescents; 
correlates and SRH and adolescents; determinants of STI in adolescents; correlates of STI 
in adolescents. 
I used the following key words to search the program evaluation literature in 
response to question 1b:  effective adolescent sexual and reproductive health programs; 
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efficacy in men’s sexual and reproductive health programs; evaluation; impact; outcomes 
of STI prevention programs for males; HIV; HIV and men; gender-based violence; 
gender transformative programs and SRH; STI prevention programs; combination 
prevention; HIV/STI prevention programs; what works for STI/HIV prevention and 
adolescents and boys and developing countries; men’s health policies; policy evaluation 
for men’s health programs; men’s SRH policy assessments; policy environment for 
men’s health programs; youth development programs; positive youth development 
programs. 
I employed program evaluation criteria that were previously used by WHO to 
assess the effectiveness of programs that engage men for health promotion.  The WHO 
program review was the most recent, comprehensive and rigorous systematic review of 
men’s SRH programming identified in my literature at the time (29).  Furthermore, it 
included gender transformative programs which claim to address some of the social 
determinants identified in my literature review in response to question 1b. 
4.1.6 Analytic Method for Question 1 
 I followed the program evaluation methodology illustrated in Table 1.  Two 
criteria-evaluation design and level of impact-were used to determine whether programs 
were “effective”, “promising” or “unclear”. “Effectiveness” refers to demonstrated and 
intended effects on outcomes related to men’s health. (e.g., increased knowledge and 
skills), intermediate health outcomes (e.g., increased condom use and/or the reduction of 
sexual partners) and health outcomes (e.g., reduction in the incidence of STI) (29).  
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Table 1: Ranking Criteria for Reviewed Programs 
Criterion 1: Evaluation Design  Criterion 2:  Level of Impact 
Rigorous 
 
Quantitative data with: 
•  Pre- and post-testing 
•  Control group or regression (or time-
series data) 
• Analysis of statistical significance 
adequate sample size and/or 
• Systematic qualitative data with clear 
analytical discussion and 
indications of validity 
Moderate 
• Weaker evaluation design, which may be 
more descriptive than 
analytical 
• Quantitative data lacking one of the 
elements listed above 
• May include unsystematic qualitative 
data 
Limited 
• Limited quantitative data lacking more 
than one of the elements listed above  
 and/or 
• Qualitative data with description only 
or process evaluation data only 
 
• Ongoing 
High 
 
• Self-reported behavior change 
(with or without knowledge and 
attitude change) with some 
confirmation, triangulation or 
corroboration 
by multiple actors or stakeholders 
consulted (including community 
leaders, health professionals and 
women and partners) 
Medium 
• Self-reported change in attitude (with 
or without knowledge change) 
among men (but no behavior change)  
• May include some 
consultation with stakeholders or 
multiple actors 
Low 
• Change in knowledge only or unclear 
or confusing results regarding change 
in attitudes and behavior 
• Ongoing 
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Overall effectiveness 
• Effective 
Rigorous design and high or medium impact 
Moderate design and high impact 
• Promising 
Moderate design and medium or low impact 
Rigorous design and low impact 
• Unclear 
Limited design regardless of impact 
Source:  Barker G., “Engaging Men for improved health and gender equity:  Evidence from 
Program Interventions”, World Health Organization, 2007 
 
Randomized control trials (RCT) in health education and health behavior change 
interventions are relatively few in number compared to those available in clinical 
medicine (1).  When RCT data are lacking, ratings of the strength of evidence can be 
used for including studies with less rigorous designs (1).   However, the WHO model for 
program study criteria is guided by a grading system for interventions for which the body 
of rigorous evaluation data remains relatively limited compared to that found in more 
established areas of public health, as illustrated in Table 1 (e.g., maternal and child health, 
mental health, etc.).  
Furthermore, the grading system allows for a broader overview of those 
interventions for which there have been published results.  Use of the model permitted 
this study to obtain wider breadth of the program outcome evidence than is currently 
available and point out those areas in which further implementation and applied public 
health research is needed.  Furthermore, it allows for the consideration of the broader 
social context that underlies sexual health (e.g. gender relations, stigma and violence) and 
maps the current status of evidence to support male sexual health and related 
interventions (29–32).  
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Research Question 2: 
2a) According to males aged 15–18 in Georgetown, Guyana and other key stakeholders, 
what behavioral and contextual protective/risk factors underlie their sexual health? 
 
4.1.7   Data collection Strategy for Research Question 2a 
 
Qualitative studies have shown that Guyanese males rely on their social networks 
for information about sexuality and health (30–36).  Therefore, other community 
members who may constitute their immediate social sphere of influence could play a 
pivotal role in addressing the behaviors of younger males.  Therefore, I chose to conduct 
focus group discussions and in-depth interviews with community members who 
constitute a large part of their social network.  All interviews were conducted between 
February and May, 2015. 
Focus Group Discussions 
 
Focus Groups Discussion (FGD), or intensive group interviews, are a flexible tool 
for exploring respondent awareness, behavior, concerns, beliefs, experiences, motivation, 
operating practices, and future plans related to a particular topic and sub-issues (37–40). 
For this reason, they are one of the most effective methods for gaining a context rich 
perspective on the STI situation for young men in Georgetown, Guyana to use for 
comparison with the global knowledge about STI in adolescent boys and to derive a 
program plan and recommendations that are feasible for implementation in Guyana. The 
use of FGD permitted me to gain further insight into the perspectives and experiences of 
several key “communities” on the issue of STI in young males.  I used FGD to create 
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conversations among participants that generated as valid a depiction as possible of what 
actually happens in the lives of young men in Georgetown that influences their SRH 
choices related to STI.  I also identified collectively understood barriers to accessing the 
current services that informed the development of the program and policy 
recommendations using FGD findings (5,37,39,40).   
I conducted a total of nine FGD with four stakeholder groups.   The stakeholder 
groups included:  
• In school young men aged 15–18 (4), 
• Out-of-school young men aged 15–18 (2), 
• Young men who have sex with men, aged 15–18 (1), and  
• Parents of young men aged 15–18 (2)    
These FGD were composed of 4–7 homogeneous members who were deemed to have 
extensive knowledge on the topics of young men, aged 15–18 in Georgetown and issues 
related to their SRH.    
Focus Group Sample  
The primary sample populations for this study were heterosexual and homosexual 
men aged 15–18 residing in the Georgetown municipality (Table 2).   I selected the age 
cohort of 15–18 because it covers one unique stage of adolescent 
development.   Furthermore, parental consent may be more easily obtained than it might 
be for younger boys (e.g. ages 10–14).  
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Table 2:  Focus Group Participant Inclusion Criteria for Young Men aged 15–18 
Inclusion Criteria Exclusion Criteria 
Male Female 
Aged 15–18 Aged  < 15  or  > / = 18  
Residing in Georgetown, Guyana Residing outside of Georgetown, Guyana 
Self-identifying heterosexual, bi-sexual 
or homosexual 
Non-self-identifying males (re: sexual 
orientation) 
Native English speakers Non-native English speakers 
 
A total of nine FGD were held to explore various community perspectives, seven 
of which were conducted with males aged 15–18.  Four in-school young men and two 
out-of-school young men, who self-identified as heterosexual males, and one FGD of 
young men who self-identified as homosexual males.  In addition, two FGD were 
conducted with parents of young men aged 15–18 residing in Georgetown — one of 
mothers and another of fathers. I obtained these stakeholder’s perspectives on similar 
issues to generate a more comprehensive picture of the real situation that exists for the 
target population as shown in Table 3 below. 
Young men in Georgetown are a diverse population.  They vary in terms of 
educational background, SES, ethnicity, their level of involvement in religious activities, 
and their interests.  While this study’s scope was not large enough to include all possible 
types of young men aged 15–18 residing in Georgetown, I attempted to recruit a study 
sample that is as diverse as possible. The FGD segmentation scheme for the study reflects 
consideration for school status and sexual orientation.  (See Appendix 16: Research 
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Questions, Methods of Data Collection and Sources) 
Table 3: Focus Group Discussions  
Target 
Group 
Number 
of FGD 
Members Justification 
Guyanese 
Male 
Youth 
7 (4) In-school 
males 15–18;(2) 
Out-of-school 
males, aged 15–
18 
(1) males who 
Have sex with 
males aged 15–
18 
To obtain the perspectives of the program’s 
primary target population (male youth) on how 
best to work with them to improve their SRH 
through STI prevention and control 
 2 
 
 
 
 
(1) Fathers of 
young men aged 
15–18;  
(1) Mothers of 
young men aged 
15–18 
 
The selected stakeholders are well positioned 
to provide context rich insight on the most 
appropriate program design for Guyanese male 
youth.  
 
NB:  Parents of young males at risk for STI 
formed two focus group discussions.  They 
have unique perspectives on the behaviors of 
adolescents. 
 
Special Groups of Interest 
A special effort was made to focus on those youth who are not in school (as there 
already exists programming for ‘in-school youth’ in Guyana).  The intention was to 
obtain the perspectives of harder to reach young men about how best to meet their STI 
prevention /SRH service needs as well.   
Given the fact that Guyana has benefitted from significant HIV–related resources 
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for a country with such a small population, identifying youth who are absolutely 
intervention-naïve was difficult (30, 31).  However, attempts were made to create three 
relatively homogenous groups, based upon their school involvement and/or sexual 
orientation that permitted the comparison of FGD findings based on these parameters.   
There were two groups of young men who are of special interest to this project—
young men who have sex with men (MSM) and young men of Amerindian descent (32–
36, 41–46).  Each of these groups of young men constitutes a particularly vulnerable 
group for STI exposure for various reasons.  Therefore, the project made special efforts to 
ensure that the unique perspectives of MSM, Amerindian young men, and young men 
actively engaged in faith –based activities were included in this study to ensure that the 
proposed program and policy recommendations respond to their needs.  
It is well documented that MSM are disproportionately affected by STI such as 
HIV, and in Guyana the HIV prevalence in this population remains particularly high at 
19% (41–45). Furthermore, several studies have also indicated that this group continues 
to confront stigma and discrimination based upon their sexual orientation that creates a 
barrier to accessing STI prevention services (41–45).  Considering that young MSM 
represent an important key population for HIV transmission and that their practices and 
perspectives may be more similar than those of heterosexual men, they were included in 
their own distinct focus group.  Therefore, two FGD were originally dedicated to 
obtaining this unique perspective from young MSM in Georgetown. However, due to 
recruitment challenges we obtained only one FGD. 
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The Amerindian population represents one of the most disadvantaged ethnic 
minority groups in terms of access to programs and services in Guyana (46).  While they 
pre-dominantly reside in the hinterland region, some also reside in Georgetown where 
services are theoretically more readily available and accessible.  Furthermore, data 
indicates that this group maintains culturally related behaviors that may further contribute 
to STI risk, namely a traditionally accepted young age of sexual debut and the wide-
spread acceptance and practice of gender-based violence (47–48).  For these reasons, 
Amerindian young men were included to ensure that their community perspective is 
represented in this study.   I intended to include them in my analysis in order to note any 
particular patterns or incongruence in their perceived experiences with STI versus those 
of their male counterparts in other ethnic groups (See Study Challenges). 
Sampling Methods & Recruitment 
I used two forms of non-probability sampling—quota and purposive sampling— 
to recruit both young men and additional stakeholders. (See Appendix 18:  Study 
Participant Information Form and Screener.) Purposive sampling involves the strategic 
selection of participants guided by the study’s purpose and resources and quota sampling 
ensures a specific composition of study participants (40).  I used purposive sampling 
approach to “access people, organizations, communities or critical incidences that are 
‘information rich’, illuminative, and may shed light on the phenomenon” of STI 
protection, vulnerability and risk for young men aged 15–18 in Georgetown (37).  I 
combined both purposive and quota sampling approaches to ensure diversity in each of 
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the FGD composed of young men aged 15–18.  While purposive sampling drove the 
overall sampling process, quota sampling helped ensure that composition of group 
members in the FGD was as varied and as demographically proportional to the current 
population of Georgetown as possible (40). In addition, it was important to assure 
inclusion of “in-school” participants (young men who were still attending formal 
academic institutions), out-of-school participants (young men who no longer attended 
formal academic institutions), Amerindian, young men young MSM (Appendix 17: 
Sampling Methods for Focus Group Discussions)  
The final study sample was determined by the use of quota criteria that were 
applied to the study populations of interest.  Young male participants were approached by 
either organization (for in school, Amerindian, MSM and parents) and sent to the 
interview site for participation or by research study and designated CBO staff during 
street outreach (for out of school young men) based upon this quota system that allowed 
me to monitor focus group composition as illustrated in Table 4.  
Table 4: Population Profile and Planned Male FGD Composition 
Racial/Ethnic Profile, Georgetown, 
Guyana 
(National Statistics) 
Proportionate Study Sample (Young 
Male Focus Group Composition) 
Afro-Guyanese: 53% 4–5 
Mixed Race: 24% 2–3 
Indo-Guyanese: 20% 2–3 
Amerindian 1% 1 
Source: Guyana Bureau of Statistics, 2002 Population Census 
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Focus group participants were recruited through various means.  I relied on 
professional and social networks associated with the Government of Guyana (GoG), 
CBO/FBO’s and educational/training institutions operating in the Georgetown area as the 
primary sources for recruiting.  In consultation with the National AIDS Program 
Secretariat (NAPS)/MOH, I chose to work with The Guyana Responsible Parenthood 
(GRPA) as the ‘gateway’ organization for recruitment for two reasons: 1) The GRPA has 
the widest CBO/FBO network serving young men for SRH of all the CBO’s on the 
NAPS/MOH partner list, and 2) GRPA is the designated co-implementing partner for the 
recommendations that were generated based upon this study’s findings.  GRPA is 
Guyana’s International Planned Parenthood Affiliate.  As such it is the primary provider 
of comprehensive family planning services for women and men, including capacity 
building for abortion care in Guyana. 
GRPA staff sent correspondence to their partner network of approximately 35 
organizations to notify them of my background, the study, what it entails and the 
recruitment criteria.  After the organizations were informed of the study’s aims and 
objectives, designated staff members of these organizations were asked to identify young 
men from their client pool who fit this study’s inclusion criteria, based upon quotas that I 
applied to each interview group.  Eventually, 15 community/faith-based organizations 
and schools responded, of which nine provided young men and adults who participated in 
the study.   CBO/FBO staff used the pre-established quotas to select the clients they 
approached for participation in the study.  With the exception of the father’s FGD, which 
was conducted at the Sophia community Center, the organizations and schools sent all 
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participants to one of two interview sites, GRPA and the Guyana Red Cross to take part 
in the discussions.    
Research study staff used screeners to assess the eligibility of participants who 
were sent to the interview sites.  A separate questionnaire was developed to collect 
relevant background information from FGD participants. (See Appendix 18-21: Study 
Questionnaires) 
The FGD participant screening process for in school, Amerindian and MSM 
young men, and parents included a two-fold process; 1) screening by CBO staff using 
study selection criteria, and 2) a face-to face screening questionnaire that was used by 
research staff prior to the interview (See Appendix 18: Participant screener).  The 
screening questionnaire consisted of questions designed to determine the potential 
participants’ a) eligibility and b) willingness to participate.   
The focus group formats were translated locally, back translated, and field-tested 
by the data collection team to ensure that the meaning of each question was 
comprehensible to study participants (50, 51).  Field testing was conducted with 
representatives of this study’s target populations (e.g. heterosexual males aged 15–18 
residing in Georgetown, parents, etc.).   
Young men aged 15–18 (In school, Amerindians, and young MSM) and Parents 
 All I school, Amerindian and MSM young men were recruited though the 
government of Guyana (GoG) programs, CBO/FBO, and educational/vocational 
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institutions.   Designated GRPA staff x contacted organizations by phone following an 
email or mail correspondence describing the nature, scope and objectives of the study and 
soliciting their support for the study.  GRPA staff facilitated recruitment through the use 
of their professional networks.  GRPA assigned the project two focal points to work with 
the study staff.  The organizations’ designated staff members were provided with 
information concerning what participation in the study would entail and the rights of 
those who choose to participate, study inclusion criteria, quota requirements, and 
consent/assent forms (See Appendix 18:  Consent/Assent Forms).  Two weeks prior to 
the scheduled FGD organization staff identified program clients who fit the study 
inclusion criteria and were willing to participate.  Designated staff members of 
participating organizations and schools also provided the clients with consent forms to be 
signed by their parent or guardian and provided them with the date and location of the 
FGD.  The same staff members used the study quota requirements as a guide and made 
efforts to meet the quota targets when approaching students and other potential 
participants.  For example, efforts were made to recruit at least one Amerindian and at 
least two Indo-Guyanese young man per FGD if possible.   Study staff confirmed 
participation in the FDG at least two days prior to the interviews and contacted alternates 
in case of any cancellations, if authorized by the relevant organizations.  Otherwise staff 
made confirmation calls.  I, along with the other project staff worked closely with 
organization and school staff members to ensure that communication was maintained 
with all study participants and their parents and that we to reached our target sample size 
of 8–12 for each FGD. 
  
118 
Parents  
Parents who participated in FGD were identified through the same GoG and 
community-based networks using the same processes as those described above.  They 
were also being screened for participation by me or by CBO and study staff members 
(depending upon the discretion of the organization) for participation using a similar 
questionnaire and process as outlined above.  After potential participants were initially 
contacted, they were contacted by CBO staff two days prior to the FGD to confirm 
participation.  Study staff made the necessary transportation arrangements for participants 
in collaboration with the MOH.  (See Appendix 18: Participant profiles)  
Participants’ comfort was considered when choosing the location of the 
interviews.   FGD were conducted within designated community settings such as GRPA, 
The Red Cross, and community centers.  
Out of School Young Men aged 15–18 
Out-of-school young men were purposively selected from neighborhoods/areas 
where young men live, hangout or spend time.  GRPA provided outreach workers to 
assist study staff in recruiting out-of-school young men from their project outreach areas.  
The areas were identified in collaboration with GRPA staff in consideration of 
CBO staff and young men’s availability and the time constraints posed for data collection 
by the pending national election.  GRPA staff members were very instrumental in 
selecting appropriate venues as they already worked and were familiar with this study’s 
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primary and secondary target populations.  CBO’s in Georgetown often employ outreach 
workers who regularly work with young people in settings outside of school where they 
hang out, spend time or live.  Thus, the outreach workers served as “community-
mobilizers”, or individuals who were tasked with walking through designated 
neighborhoods/areas to approach likely candidates and determine eligibility and 
willingness to participate in the study.  Research staff accompanied CBO based outreach 
workers during the recruitment of study participants.  The outreach workers had 
experience working in the selected neighborhoods and were therefore capable of 
establishing a rapid rapport with young men in selected neighborhoods/areas.    
When approaching potential participants, community-mobilizers explained the 
purpose of the study, what participation in the study would entail, and the rights of those 
who choose to participate.  Study candidates and alternates who met the requirements and 
were willing to participate were provided a telephone number to call to confirm their 
participation.  We applied the same quota criteria to the out of school group as with the 
other focus groups. 
Focus Group Description 
Focus groups were first asked a series of questions addressing topics about the 
general well-being of young men in Georgetown to allow them to become comfortable 
with the group conversational format.  The questions also permitted participants to 
contextualize their experience with STI through the broader scope of their own life 
experience beyond sexual behavior and decision making, and to identify their more 
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immediate priorities and concerns.  These questions were followed by questions 
pertaining to general health, sexual health, and finally their experiences with and opinions 
of STI related programming, along with policies, practices, and attitudes about young 
men accessing SRH services. 
I addressed the following domains of information during the FGD: 1) General 
well-being, including immediate concerns/interests, personal safety/security, access to 
recreational activities, emotional, psychological and physical wellness; 2) health 
priorities of young men aged 15–18, including health seeking behavior, 3) sexual health, 
including factors influencing sexual debut/decision making, and intimate relationships, 
and 4) STI prevention related programs and policies/practices. (See Appendix 19: FGD 
questionnaire)  
I developed one FGD format for the nine FGD with young males aged 15–18 and 
the parents of young males aged 15–18.  FGD focused on topics such as young men’s 
perception of : a) their vulnerabilities, risk and protective factors; b) their health seeking 
behaviors; c) the influence of familial, community and societal level factors on their risk 
for STI exposure; d) barriers and facilitators to them accessing existing services; and e) a 
basic description of a highly ranked best practice model (from the program review) and 
programmatic policy related to male-targeted SRH programming (from the literature 
review).   
The open-ended nature of FGD helped to further my understanding about why 
young men make some of the decisions and take the actions that they do regarding their 
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SRH, especially concerning STI.  Topics such as the influence of peer-based information 
on young men’s choices or the perception of the type or quality of currently available 
SRH services, including STI prevention, were explored in–depth.  These data helped to 
shed more light on some risk, vulnerability and/or protective factors that had previously 
been identified in the literature pertaining to this group.  The FGD enabled particularly 
young male participants to express concerns, fears, frustrations or general thoughts about 
current STI prevention and control programming, barriers or facilitators to accessing 
these services, and their needs for future services.  While in the field, I learned that 
forums in which these young men, especially heterosexual young men, are asked to 
express their opinions on these programs are infrequently held.  In addition, the FGD 
provided an opportunity for participants to have a dialogue that enabled them to learn 
more about what other community members know or have experienced concerning the 
topics discussed. When group members heard the testimonials of others, more ideas or 
thoughts were stimulated and shared by the participants providing a more enhanced and 
expansive data set from which to extract conclusions than those provided by individual 
interviews alone (38–40). 
FGD were facilitated by moderators who were specially trained on how to 
effectively encourage and maintain an open dialogue among participants.  Moderators 
were therefore, trained on techniques to make respondents feel at ease giving honest and 
truthful responses to a set of structured questions that bring to light important aspects of 
the experiences or perspectives of group members in relationship to the topic(s) of focus 
(5,37–39).  These moderators were trained about how to keep the conversation on track 
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or “focused” while at the same time remaining open to emerging themes or topics that 
may be pertinent to furthering the researcher’s understanding of the topic of interest (5, 
37–39). Furthermore, as this study explored a relatively sensitive topic, the FGD 
moderators were trained to encourage a sense of group cohesion and get members to 
understand that they are part of an understanding cohort of persons (28). The aim was to 
produce rich, in-depth, and relevant information about the topic(s) of focus.  
 
In-Depth Interviews 
 
I used In-Depth Interviews (IDI) to collect information from individuals who are 
key stakeholders in the STI prevention and control and social services in Guyana 
including adults in the community, program implementers, and policy makers.  I used IDI 
to collect information in a more private setting than focus group discussions would 
permit (4–7).  I conducted them as one-on-one discussions with individuals who are 
particularly knowledgeable about Guyana and the topics to be addressed in this study (4).  
I conducted semi-structured interviews with questionnaires composed of a series of open-
ended questions focused on pre-determined topics pertinent to the study’s analysis plan 
(41).  I obtained more detailed information through these in-depth interviews than 
afforded by the FGD as more time was allotted for the interviewee to articulate his/her 
opinions.  This made the IDIs ideal for further contextualizing information obtained from 
FGD.  I therefore used some of the data from the IDI to inform how the FGD were 
conducted.   I used both approaches to enhance the analysis by comparing IDI and the 
FGD findings. 
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Table 5: In-depth Interviews (IDI) 
In-depth Interviews (IDI) 
Community 
Stakeholder 
groups 
Number of 
Interviews 
(N=25) 
Sources Rationale 
Government 
 
7 -  Ministry of Health, Ministry of 
Culture Youth and Sports, 
Ministry of Labor, Human and 
Social Security, 
Parliamentarian/preacher (4) 
Secondary School Teachers (2) 
To obtain insight into the 
government’s response to the 
problem of SRH/STI for 
young men and assess the 
feasibility of proposed policy 
modifications 
School/ 
Education 
 
3 High/Vocational School 
Teachers 
 
To understand perspective of 
those who are currently 
supporting the provision of or 
providing health and/or social 
support services to adolescent 
males. 
Social Sector 
 
9* -9CBO/3FBO, (12) 
 
To understand perspective of 
those who are currently 
supporting the provision of or 
providing health and/or social 
support services to adolescent 
males 
International 
Organizations 
 
4 -A representative of The United 
States Government (USG), (1) 
The United Nations Population 
Fund (UNFPA) (1) and The 
United Nations Children’s Fund 
(UNICEF) (2) 
To understand the donor 
perspective as it relates to the 
need for more tailored 
programming and policies for 
targeting young men for 
SRH/STI prevention  
 
Media/ 
Entertainment 
2 -A radio broadcaster. (1),  
-A news media representative 
(1)   
To obtain the perspective of 
community members who 
know the current popular 
behavioral and attitudinal 
trends among young men aged 
15–18 in Georgetown as a 
function of their work. 
NB: Three participants answered both program and policy questions due to their work experience.   
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IDI Sample & Recruitment  
I purposively sampled all IDI’s from the same GoG and CBO network mentioned 
above.  I first generated a preliminary list of key stakeholders in collaboration with 
NAPS/MOH and GRPA staff.  Additionally, individuals were also identified by local 
stakeholders during the course of data collection, through snow-ball sampling.  Hence, 
the data analysis was iterative and built upon itself throughout the data collection process 
(5, 39, 40).  Participants were identified for participation based upon their current or 
previous experience living with or working for with young men aged 15–18 in 
Georgetown.   I focused on the SRH programmatic needs of young men in the IDI that I 
conducted with people having more program implementation experience.  I explored 
policies with individuals who were more familiar with the local formal and informal 
programmatic policy environment.  Respondents who had both program and policy 
experience or knowledge provided input in both areas depending upon their experience in 
the respective domain of inquiry. 
 
IDI Description  
 
IDI respondents represented a wide cross section of persons who have a bird’s eye 
view of the daily lives of this study’s primary target population and can therefore provide 
more in–depth insight into the factors this study seeks to examine.   The inclusion criteria 
for the community stakeholders were as follows: 1) Live or work with/for young men 
aged 15–18 residing in Georgetown, Guyana, 2) = or > 18 years of age, able to speak and 
understand English.     
  
125 
The interviewees consisted of three cohorts:  the adults, the program–affiliated 
and the policy-affiliated groups.  The adult group consisted of nine participants of Afro-
and Indo-Guyanese descent.  The interviews were conducted with two high school 
teachers (one female), two mentors, one coach, one Hindi Pandit, one journalist, and one 
radio broadcaster, many of whom were parents themselves.  The adult interviewees were 
all aged 35–49 with the exceptions of two men; one aged 20–25 and the other aged 26–34 
and two gentlemen > age 50.  The program group consisted of seven Afro- and three 
Mixed-Guyanese, of whom six were men and four were women.  The vast majority of 
program-affiliated respondents were aged 35–49 as well in addition to one man and 
woman both > 50 years of age.  The nine policy-affiliated IDI group members were 
comprised of six Afro- and three Mixed-Guyanese, six were men and three were women.   
The policy-affiliated group consisted of 35- to 49-year-old respondents and one 
respondent > 50 years of age. 
IDI Content and Location 
 
IDI were conducted in government offices (if participants are comfortable 
responding to questions there) or the UNAIDS, Guyana office where privacy was 
assured.   I conducted all of the IDI with the exception of one with a program-affiliated 
staff member, who was interviewed by an RA.  Some IDI were conducted in the same 
locations as the FGD if possible, or in other locations in which privacy could be ensured. 
The same screening, translation, back translation and field –testing procedures 
were applied to the IDI as the FGD. Screeners were used to assess eligibility for these 
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participants as with the FGD.   A separate questionnaire was developed to collect relevant 
background information from IDI participants as well. (See Appendix 18-21: Study 
Questionnaires) 
The IDI formats were translated locally, back translated, and field-tested by the 
data collection team to ensure that the meaning of each question was comprehensible to 
study participants (50, 51).  Field testing was conducted with representatives of this 
study’s target populations (e.g. heterosexual males aged 15–18 residing in Georgetown, 
policy makers, etc.).   
I developed a format to conduct in-depth interviews with adults including teachers, 
mentors, social service providers, and community members who work or live with young 
males aged 15–18.  The adults were comprised primarily older men but included a 
minority of women.  These respondents were posed similar questions to those posed to 
the focus groups to obtain supplementary information that further explains some of the 
topics and themes brought up by young men. This allowed for the analysis of the 
perspectives of older and younger males, and parents in the same community.  It also 
served as a means of understanding the influence that older men may or may not have on 
young men in the community, as young men sometimes cite older or “big” men as source 
of information about SRH issues (33,34). 
There were two formats used specifically for the program and policy-affiliated 
IDI.  The format for the program and policy IDI was adapted from one that was piloted in 
Jamaica in 2002 by The Future’s Group.  Their assessment of the policy environment 
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related to gender-equitable male involvement in SRH/HIV/STI in Jamaica focused on 
male youth as well.  The program and policy group members were asked questions about: 
1) the current local factors that influence STI risk, vulnerability, and protection for young 
men aged 15–18 in Georgetown; 2) the current program and policy schemes that support 
young men’s SRH; and 3) the applicability of best global programmatic policy practices 
to the Georgetown context (See Appendixes 20: IDI questionnaire).  Policy-affiliated 
stakeholders were specifically asked questions pertaining to their perceptions of the effect 
of these policies and practices on the SRH/STI service uptake among young males ages 
15–18 in Georgetown. 
4.1.8   Data Collection Strategy for Research Question 2b 
 
2b) According to males aged 15–18 in Georgetown, Guyana and key stakeholders, what 
existing programs both locally and globally, could be adapted and effectively prevent STI 
infection and promote the sexual health of young men in Georgetown, Guyana?  
 
I used the same data collection strategy to address research question 2b as with 
question 2a.  However, I included two questions in the formats to permit stakeholder 
input on two best practice models that emerged from the program review and the global 
programmatic policy review.  The following two questions were posed to all young male, 
parent and adult participants as well as program–affiliated respondents to solicit their 
input: 
What do you think of a program in which men who know about sexual health are made 
available to have confidential one on one and group discussions with young men like 
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yourselves about things like relationship issues, communication, male and female body 
parts and functions sexually transmitted infections etc.? Why?   
 
In some countries there are policies or rules that require governments to make sure that 
sexual and reproductive health services are easily available for young men like 
yourselves?  What do you think about this?  Do you think it is a good idea for Guyana?  
Why?  Why not?  
 
4.1.9 Privacy  
 
All procedures for obtaining consent, briefing of potential participants and 
interviews were conducted in a safe and private setting. Interviews were conducted in 
private meeting rooms in community-based organizations outside of normal hours of 
operation where possible.  Otherwise, IDI were conducted either in staff offices or at the 
UNAIDS office in areas where privacy was assured.  Additionally, the following 
measures were taken to protect this project’s data from unauthorized access: a) Removal 
all direct identifiers as soon as possible; b) Substitution of codes for identifiers; c) 
Maintenance of code lists and data files in separate secure locations; d) Use of accepted 
methods to protect against indirect identification, such as aggregate reporting or 
pseudonyms; e) Use and protect computer passwords; f) Encryption of transmitted and 
stored data; g) Accessing and storing of data on computers without Internet connections; 
and h) Obtaining a Certificate of Confidentiality (43). 
  
129 
4.2 Confidentiality 
 
Confidentiality was prioritized and safeguarded for the protection of 
participants.   All members of the research team were required to sign a confidentiality 
agreement that was strictly enforced.  All participants were informed prior to 
consent/assent that the project staff would safe guard their responses to the questions 
posed, that no information obtained from them and linked to their identities would be 
shared with those external to the project, and that their names would not be associated 
with information that they shared for the study. The identity of each respondent was kept 
confidential and identities were not presented in the final write-up of this study’s results, 
instead only participants comments will be noted.  All documentation linking study 
respondents’ identities and responses were destroyed after the study results are 
analyzed.   
4.2.1 Informed Consent  
Informed consent and assent forms were used whenever possible to obtain consent from 
participants. These forms included all pertinent information about the risks and benefits 
of participation, what participation entails, what will be done with the information 
obtained through this study, and contact information for further details about the study.  
Prior to participating in this study all candidates for participation and their parents or 
guardians were briefed on the nature of the study, possible risks and benefits involved 
with their participation in the study and their rights as study participants.  Only after 
parents were briefed and signed a consent form that indicated that they fully understood 
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the study in which they were permitting their child to participate were under aged 
participants asked to sign a written assent form. 
 
4.3 Benefits and Risks 
4.3.1 Benefits 
 
Participants benefitted directly from increased awareness about the topics 
discussed such as STI, gender equity, and stigma and discrimination.  In addition, after 
the interviews were completed, remaining questions that participants may have regarding 
STI facts or available services were offered along with referrals to community-based 
services.  However, indirectly, participants will eventually benefit either directly for 
improved STI services for young men or from the outcomes and/ or impact of the 
recommended program and policy action that will be implemented in Georgetown. 
4.3.2 Risks 
 
This study explored socially sensitive topics related to the vulnerability of young 
men acquiring STI such as sexuality, STI acquisition, and violence. Given the scarcity of 
counselling services in Guyana, this study's interview sessions were the first opportunity 
that some participants have ever had to discuss these sensitive issues. For these cases, the 
research team was equipped with referral information for participants who felt that they 
may want to take advantage of available services in Georgetown. 
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4.3.3 Legal, Economic, and Social Harm 
 
Potential legal and social risks were associated with individuals such as parents, 
teachers, child care, support, and service providers, CBO/FBO/NGO and government 
staff, and employers participating in FGD and IDI as their participation may have 
required that they disclose information about some of their norms concerning interactions 
with minors who have with limited autonomy. Therefore there was minimal risk for these 
participants as well as those youth who chose to participate and disclose information 
about their own behavior or that of their peers regarding activities that in some instances 
may be illegal (e.g. sexual intercourse with those who are not of legal age for sexual 
consent in Guyana, engaging in sexual intercourse if they themselves are under the age of 
legal consent, or engaging in any other illegal activities such as transactional sex of 
forced sex or abortion without parental consent).  For youth participants, by disclosing 
information about their sexuality, sexual choices and actions, and other social opinions 
they may have risked such information being disclosed to others adults, their legal 
guardians or others in position of authority in the community whose opinions may or may 
not be in keeping with that of their own.  Participants were forewarned that some 
questions posed during the interviews would be of a sensitive nature, about their risk and 
the steps that would be taken to protect their confidential information (66).  
“…Even though participants are typically cautioned not to share information 
outside the data collection setting, subjects should be made aware that the researcher 
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cannot guarantee confidentiality.” (67) This possibility was discussed with participants 
prior to the FGD. 
 
4.4  Data Management 
4.4.1  Privacy and Confidentiality 
 
Audio tape recordings, field notes, and transcriptions were used to capture all 
primary data.  Thus, several steps were taken to ensure respect for participants’ privacy 
and confidentiality.   
FGD data were transcribed without the use of names as identifiers.  For IDI, 
individual places of employment were used as identifiers.  In addition, all questionnaires 
and audio tapes were stored in a secured filing cabinet.  Only members of the research 
team had access to the filing cabinet which is housed at the UNAIDS program office. The 
interview instruments were only removed from the secured filing cabinet during 
transcription, which was conducted at the UNAIDS office or in another private location 
where confidentiality of study information can be preserved.  
Measures were taken to ensure that individuals external to the project were not 
allowed to view any of the data generated from this study.  All project staff were required 
to sign a confidentiality agreement that affirms that they will keep all study data 
confidential.  Procedures to ensure that confidentiality is preserved were included in the 
training workshop for data collection assistants. Anyone who violates this agreement 
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would have been excluded from further participation in the project. 
Electronic files associated with this project were encrypted with pass codes that 
were available only to project staff.  All paper-based field notes and questionnaires 
associated with this study were shredded or destroyed five years after completion of the 
study. 
Youth Capacity Building/Staff Training 
This study used a male youth capacity building approach.  I recruited and trained 
three young men from the Georgetown community as research assistants to enhance their 
skills in qualitative research and develop their public health advocacy competency.  Data 
collection, translation, transcription, and coding were performed by a team of four people: 
the three research assistants, and myself.  The RA were recruited locally through CBO 
and/or the University of Guyana networks.  A special effort was made to recruit data 
collectors who are similar in age and ethnic background to the study’s primary target 
population as possible in order to ensure that culturally sensitivity and to assist with 
translation and transcription of interviews (52–54).  Preference was given to candidates 
with previous group discussion facilitation, qualitative data collection, translation, and 
transcription experience.   
I trained the study staff (including the research assistants and the previously 
mentioned community-mobilizers, on the basics of qualitative research, the approach and 
techniques to be used in this project, the study protocol, and their expected roles and 
responsibilities in the project.  The RA attended a three-day participatory training 
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workshop that included the following topics: ensuring systematic and rigorous qualitative 
data collection, data/field note management, interviewing techniques, questionnaire 
management, data feedback and validation, participant observation, and data 
translation/transcription.  The workshop also included a session on the protection of 
human subjects.  The aim of the training was to ensure that the entire research team had a 
common understanding of the purpose of this study and that the team is using a uniform 
approach to data collection and management.  I ensured all staff involved in the data 
collection for this study received adequate training to facilitate and maintain an 
environment that is conducive to open exchange of thoughts and ideas among FGD 
participants. The RA’s played a key role in ensuring data quality assurance and assisted 
with initial coding of data.   
Data Quality Assurance 
I ensured data quality through various means.   During both FGD and IDI 
interviewers systematically clarified, probed, and verified participant responses (49, 50).  
Then after each FGD was completed, interviewers summarized major themes that were 
introduced during the discussions prior to closing the session giving participants an 
opportunity to correct any misinterpretations of their comments.   I also met with the data 
collection and research assistants as soon as possible after the interviews to review 
responses.  Finally, I reviewed six audio recordings to verify that translated texts were 
accurate recordings of what was said. 
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4.4.2 Analytic Methods for Research Question 2 
 
 
Units of Analysis 
I used the following units of analysis to categorize the FGD data for analysis: in-
school males aged 15–18, out-of-school males aged 15–18, self-identified homosexual 
males aged 15–18, and parents of young men aged 15–18.  The IDI data were categorized 
as follows: adult comparison, program-affiliated, and policy-affiliated groups.  Each of 
these units of analysis consisted of other adult community gatekeepers of males aged 15–
18, program implementers, and policy level decision makers respectively.  
 
Level 1 Analysis 
 
I used techniques from content analysis to analyze the qualitative data from the 
FGD and IDI to identify data for topics and themes, patterns and interrelationships that 
are relevant to the study’s objectives and analytical framework.  Prior to coding, I, along 
with the research assistants (RA), entered captured, translated, and transcribed FGD and 
IDI data into Microsoft Excel.  The RA translated phrases communicated in Creole-ese, 
the local vernacular, that I could not interpret independently.  I employed a team 
approach to coding and use of the software package. 
After three reading of each transcript, I arranged the transcribed and translated 
study data into topical codes that were reflective of the questions posed to participants in 
MicroSoft Excel spread sheets.  These codes were then used by the research team for the 
first phase of coding and analysis which entailed multiple transcript readings by each 
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team member, and the identification of repeated and salient topics and themes until 
consensus was reached on the content and meaning of the codes that were used.   
  Coding Process 
  I developed the initial coding categories using the analytical framework, 
research questions, and a preliminary reading of sample of transcripts. Additional 
inductive codes were identified by me and the RA.  These additional codes were included 
during the coding analysis processes.  I discussed all initial codes with the RA so that we 
all had a common understanding and agreement on the codes.  Each coder then 
independently applied the codes to approximately five randomly selected transcripts from 
each cohort to test coding accuracy.  Each member of the data collection team read the 
transcripts three times.  Following each reading, the analysis team compared coding for 
each transcript, resolve differences, redefine existing codes, and ascertain the need for 
new codes we repeated this process until we reached agreement on the coding scheme.   
 Three members of the data collection team reviewed all FGD and a small sample 
of IDI interview transcripts (one per interview category) multiple times after they were 
transcribed and translated.  The team first reviewed responses to each FGD and IDI 
transcript by question to note reoccurring e.g., SRH-related behaviors, SRH priorities of 
young men aged 15–18, suggestions for program improvement or perceived barriers to 
accessing STI prevention existing services) or atypical topics.  The team then re-read all 
interview transcripts noting any broader topics or themes, patterns and/or 
interrelationships that were relevant to this study’s research questions and analytical 
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framework.  Transcripts were reviewed a third time in order to identify any sub-topics 
that emerged and established a consensus among the team on the final topics, themes/sub-
themes and patterns to code.  Consensus was reached when the majority of the team 
members identified more commonly reoccurring topics to code or the team had agreed 
that a unique topic was of interest based upon the study’s objectives, and deserved further 
investigation.  Once the team established a consensus on the codes, these codes were 
applied to the remaining transcripts by the entire data collection team.  The team applied 
coding to the transcribed FGD and IDI interview texts to highlight significant statements, 
sentences or quotes that paint a picture of the STI-related experiences of young men aged 
15–18 in Georgetown and arrange them into a preliminary list of topics and themes (51).  
  I employed a team approach to coding and use of the software package.  I 
confirmed that coders had the same understanding of the codes and could apply them 
consistently.  I reviewed the coding of one FGD transcript and two IDI transcripts of each 
coder initially for quality assurance purposes and then each transcript was reviewed by a 
minimum of two members of the coding team.  I reviewed all FGD narratives along with 
other members of the team and at least three transcripts from each sub-category of IDI 
interviewees.  The coding team read a few transcripts from each cohort included in the 
study and then compared interpretations of the text generated by different members of the 
team.  This process was used to build a consensus among the team about coding and code 
interpretations.  This team approach to reviewing the transcripts added an element of 
rigor to the interpretation of the data and validated the codes that were later used when I 
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independently analyzed the data.  Once the transcripts were coded, I conducted a level 2 
analysis. 
Level 2 Analysis 
I conducted a second phase of analysis in which I independently reviewed the 
transcripts again to identify broader themes that emerged from the narratives.  These 
themes transcended all categories of questions posed to participants.  The themes 
encompassed the most salient social, cultural, and behavioral and contextual factors that 
underlie the sexual health of young men, aged 15–18 in Georgetown.   I assessed the 
influence that these themes or contextual factors have on young men’s risks for and 
vulnerabilities to STI exposure and other poor SRH outcomes at the societal, policy, 
program, community, interpersonal, and individual levels.  I then independently 
conducted a second level of thematic data analysis, after which I analyzed the influence 
of the salient factors discussed by study participants at each socio-ecological level of the 
study’s analytical framework.  
 
4.5 Analytic Methods for Research Question 3 
I conducted an analysis of findings generated from the literature and desk review 
and the primary data collection in order to address study question 3:  
Based on findings from the literature and primary data collection, what program and 
policy plan should be implemented in Guyana to effectively prevent STI and promote 
sexual health among young men aged 15–18 in Guyana?  
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I analyzed the results of my literature review and local stakeholder input to 
develop the final proposed program.  I focused on effective programs and promising 
policies/practices that positively affect young male’s risk and protective behaviors related 
to STI and the identification of gaps and opportunities in the current informal and formal 
policy structure in Guyana.   I then proposed informal and formal programmatic policy 
modifications or alternatives that are most applicable for implementation in Guyana.  In 
my analysis, I presented programmatic policy best practices.  I summarized key program 
and policy related elements from various data sources using a comparative analysis 
matrix (Table 6).  I then assessed each cited program element’s feasibility for application 
in Guyana based upon the available empirical data and local stakeholder input.   To do 
this, I assessed the technical applicability of the programmatic elements to the Guyanese 
context based on overlapping programmatic elements identified in the literature review 
and those found in the local stakeholder narratives (See Chapter 7 for Key Programmatic 
Factors Identified).        
  Where no such commonalities existed, I assessed the content of the narratives to 
identify local perceived determinants of STI exposure for young men and matched them 
with program and policy best practices that have been proven to effectively address the 
behavioral and contextual factors identified by local stakeholder.  I then assessed any 
factors that may exist in the Guyanese context that might affect the implementation of 
effective or promising STI prevention program best practices for young men aged 15–18 
based upon the review of the literature and program documents and local stakeholder 
input.  I assessed the potential for implementation of the most effective and/or promising 
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program elements to the Guyanese context from my perspective based upon the evidence 
presented in the literature to the local stakeholder input concerning these elements.  For 
example, if many study participants indicated that community-based group education 
sessions on STI prevention have the potential to effectively support young men in 
addressing the issues discussed during the interview, then I looked for concurrence 
among the responses from other stakeholders such as government and CBO staff.  I 
identified two rigorously evaluated gender transformative curricula (Program H and 
Stepping Stones) that have been proved to positively impact young men’s STI and other 
SRH outcomes and related harmful traditional gender norms along with national 
programmatic policy frameworks that ensure men’s access to SRH services. 
I selected the most effective and feasible programmatic elements to propose an 
evidence and community informed program and related formal and informal policy best 
practices for application in Guyana using the comparative analysis framework below 
(Table 6).  I noted similarities and dissimilarities in the local contextual scenario 
presented by local program documents and stakeholder input.  I also used my analysis of 
the primary data to formulate my conclusions about the proposed program’s potential 
uptake and effectiveness in the local context.  I used Table 6 below to compared 
behavioral, programmatic and policy related findings in order to draw conclusions upon 
which to base a program plan and policy recommendations.      
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Table 6:  Comparative Analysis Framework & Data Sources 
 
Key elements of 
programmatic policy 
plan 
Guyana 
Male 
Youth 
Guyana 
Parents 
Guyana 
CBO/ 
FBO 
Govern-
ment of 
Guyana 
Guyana  
Bi/Multi-
lateral 
Agencies 
Peer-Reviewed 
Literature/ 
Program 
documents 
Key Influences on the 
Sexual Health of 
Adolescent 
Males aged 15–18: 
-Protective 
-Vulnerabilities 
-Risk 
X X X X X X 
Effective Program 
Strategies Approaches 
Activities 
  X X X X 
Current SRH/STI 
prevention 
program/policy 
environment in 
Georgetown, Guyana 
X X X X X X 
Potential Policy-
related barriers  X X X    
Potential Partnerships X X X X X  
Desired Outcomes: 
Health 
Social 
X X X X X  
Acceptable /feasible 
program best practices 
for Guyanese context 
X X X X   
Possible 
programmatic policy 
modifications to 
support improved 
SRH/STI prevention 
service uptake by 
young men aged 15–
18 
X X X X X X 
Monitoring & 
Evaluation Plan X X X X X X 
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I determined the most effective strategy for implementation in Guyana and I drew 
my programmatic conclusions, recommendations and proposal based on my literature 
review findings and participant narratives. In addition, I compared Guyana’s current 
formal and informal health and social welfare programmatic policy structure with others 
found in countries that have realized success addressing factors related to STI exposure in 
young men to formulate policy-related recommendations. 
 
4.6 Project Management  
4.6.1 Project Staff Roles and Responsibilities 
 
I assumed responsibility for the review of all data collected for quality assurance. 
I negotiated all entry into the community in collaboration with the Ministry of Health in 
Guyana as I assumed full responsibility for this project’s adherence to all agreed upon 
ethical standards and procedures. Finally, I conducted the data analysis, synthesis and 
produced the project’s final report and program and policy recommendations. 
The primary roles of the project data collection assistants were to assist with tool 
development and pilot testing, specifically to provide technical input on the questions, 
logistical arrangements for interviews, and translation, transcription, and coding of 
interview data.  The project data collection assistants not only assisted with transcription 
but were responsible for translating the local dialect and colloquialisms into language that 
I could not readily interpret and analyze. 
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I performed the role of Principal Investigator of this study and was responsible for 
the development, implementation, and monitoring of this study’s work plan.  I was also 
responsible for the recruitment, training, and technical over sight, and supervision of 
three research assistants.  I assumed responsibility for the review of all data collected for 
quality assurance.   I negotiated all entry into the community in collaboration with the 
Ministry of Health in Guyana as I assumed full responsibility for this project’s adherence 
to all agreed upon ethical standards and procedures.  As such, I crafted all communication 
to external entities (e.g. Government of Guyana, Guyana’s Internal Review Board, 
Georgetown Public Hospital, CBO/FBO) regarding this project.  Finally, I conducted all 
data analysis, synthesis and produced the project’s final report and program and policy 
recommendations. 
 The primary roles of the project data collection assistants were to assist with tool 
development and pilot testing, specifically to provide technical input on the questions, 
logistical arrangements for interviews, and translation, transcription, and coding of 
interview data. They also moderated a few of the focus groups with young men and 
conducted one IDI.  For IDI, I most often fulfilled either the role of the interviewer or 
note-taker.  
Research assistants were of critical importance to pilot testing and modifying the 
study instruments.  While English is the native language in Guyana, many Guyanese 
speak Creole, a dialect of English that is difficult for many foreigners, to understand.  The 
project data collection assistants were able to not only assist with transcription but they 
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will be responsible for translating the local dialect and colloquialisms into language that I 
can readily interpret and analyze.    
4.6.2 Ethical Considerations 
The project’s design took into consideration the Ethical Principles and Guidelines 
of Human Subject’s Research suggested by The National Commission for the Protection 
of Human Subjects of Biomedical and Behavioral Research which include the three basic 
principles of respect for persons, beneficence, and justice (65).  The principle of respect 
for persons states that all human subjects involved in research have the right to be treated 
as autonomous agents and as such should be given enough information to willing provide 
consent to participate in the research. The principle of beneficence addresses the notion 
that research involving human subjects should be designed to protect the well-being of 
participants to minimize any potential risks and encourages a thorough assessment of the 
potential risks and benefits of participation in the study prior to initiating the project (65).  
Lastly, the principle of justice encourages equitable distribution of the risks and 
benefits of human subjects research, so that the burden of risks and the eventual benefits 
of the results of the research can be equally shared by members of the community.  
4.6.3 Study Strengths, Challenges & Limitations  
Strengths  
Collaboration with the Ministry of Health The GoG graciously contributed 
transportation and printing facilities/supplies in support of this project.  In addition, the 
following partners: GRPA, The Guyana Red Cross, The Skyye Project, and Guyana 
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Child Alert, The Sophia Community Center, and The UNAIDS Guyana office provided 
use of their facilities to conduct private interviews free of charge. 
 
Youth Capacity Building Approach I used a youth capacity building approach in which 
young men from Georgetown worked as research assistants (RA) to: a) increase local 
youth capacity in qualitative research skills; b) engage male youth as informed advocates 
for men’s SRH programming, and policy reform; and c) translate and validate study 
findings.    
 The RA’s conducted interviews, on how to recognize the participant –based biases, 
and how best to manage them using effective interview moderation techniques.   In 
addition to a short-term income, these youth gained marketable research skills and 
networking opportunities.  
  
Diversity of The Research Study Team  The project also employed both foreign and 
local staff.  The fact that I am American may have helped some participants to be less 
inhibited about talking about sexuality openly.  Americans are viewed by some Guyanese 
to be more liberal about speaking about such topics. (55) 
Moreover, I was able to identify and recruit three qualified young men to serve as 
part-time project RA who were ethnically diverse and reflective of the project’s main 
target populations.  This was not easy given the paucity of local qualitative research skills 
and competencies. 
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Use of the Appropriate Venue to Conduct The Father’s Focus Group We were also 
able to conduct the fathers focus group discussion after a few failed attempts by holding 
it in the early evening at neighborhood community centre where men’s events were 
already being hosted. 
 
Methodology The use of qualitative methods effectively generated a large volume of 
contextually rich and program/policy–relevant data for advocacy and the expansion of 
young men’s SRH programming in Guyana.  This approach allowed for the inclusion of 
perspectives from a wide range of stakeholders on the situation concerning young men 
and STI.  Moreover, the results may be used in future studies with the same or other 
similar populations elsewhere. 
 Furthermore, the use of pre-determined topics brought focus to this study’s 
findings and produced clear data upon which to design a program and policy 
recommendations.   At the same time, the use of open ended questions allowed for 
enough flexibility to permit additional topic and themes to emerge organically thereby 
expanding the exploratory nature of the study.  As a result, I identified new variables that 
have not been routinely addressed and monitored by the national program (e.g. 
intergenerational sex with older women and heterosexual anal sex practices).  
Challenges 
 I experienced challenges related to the politically-charged environment, a low 
participant response rate, staff and sample recruitment and data analysis  
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The Politically-charged Climate The politically–charged atmosphere generated by the 
pending national election posed difficulties for the recruitment of unbiased research 
assistants.  For example, one considerate young Indo-Guyanese man interviewed well.   
Immediately afterwards, he recused himself indicating that he was actively involved in 
the campaign for the standing government at the time.  He felt that his presence might 
bias participant responses.  A second way that it effected the data collection was that 
study participants willingness to participate was negatively affected.  An adult participant 
who provided very robust data for the first half of the interview abruptly ended the 
interview by declaring his dissatisfaction with how the government was handling the 
social issues he discussed.  He exclaimed that he refused to give advice to a government 
that should know its job.  Some youth participants also commented about strained race 
relations but then retracted their responses claiming that these tension only happened 
during election times in the past and was not the norm.  Thus, the election more than 
likely had an influence on study results as well. 
 
 
Low FGD Participant Response Rate   We experienced regular periods of silence often 
requiring the research team to probe and prod participants into re-engaging in the 
conversations.  As a result, it was not possible to conduct intra-group analysis, especially 
with the youth and parents groups because of people’s hesitancy to speak.  Group 
members frequently gave one response per question regardless of numerous probing 
attempts forcing the moderators to seek consensus at times.  As a result, some FGD 
transcripts read more like individual interviews.  Dominating group members may have 
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contributed to this effect as well, although attempts were made to draw all group 
members into the discussions. 
Sample Recruitment  We had difficulty recruiting both young MSM, Christians, 
and Amerindian young men.  This may have been related to the pending national 
elections.  In a few cases, staff members from GRPA’s CBO network sent young 
men for the interviews (which were being held at a remote site) who did not meet 
the study criteria due to age.   At other times, they were not able to provide the 
actual number of participants as discussed or requested by the study staff.   As a 
result, I lowered the minimum number of FGD participants from eight to four to 
include harder to reach populations like the young MSM. 
Staff Recruitment  I hired three RA instead of two due to the challenges with 
identifying two qualified male researchers who were as close as possible to the 
study’s target population.  It was important to have ethnic diversity in the 
moderation group since social cohesion is a challenge in the Guyanese community. 
We were able to identify a talented and experienced young Indo-Guyanese project 
RA who joined after having hired one Afro and Mixed Guyanese (the two majority 
ethnic group represented in Georgetown).   The three RA experience and skills 
complemented each other well. 
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Data Analysis  While the youth capacity building component is considered a 
strength of this project it also came with a couple of trade-offs.  One is that the 
responsibilities for the data collection processes and procedures were shared 
among four people instead of one.  This meant that the possibility for errors with 
tracking paperwork was increased resulting in the loss of some of the non-
identifiable participant demographic profile sheets.  This in turn limited the data 
analysis somewhat for the young male participants by disallowing analysis by 
specific age for two of the in-school groups. 
Adjustments were made to the planned data collection process.   In the 
beginning, the RAs were asked to be trained and serve as alternating moderators 
during focus group discussions.   Therefore, after having experienced focus group 
moderation, he assumed the permanent role of coordinating venues and 
communication with community stakeholders.  Hence, the RA competencies 
complemented each other’s well. 
Some of the FGD transcripts read like individual interviews from time to 
time, as a result of participants’ hesitancy to speak, as mentioned above. There 
were some key questions that were not systematically asked with each group, as 
anticipated.  These questions, for example, included the following: “What are the 
positive and negative influences on young men’s SRH?” and “What are the 
positive and negative effects of sexual debut for young men?” In some instances, 
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the young men seemed either distracted or to not understand the meaning of a 
couple of questions. 
 
Limitations   
Study limitations include:  non-generalizable findings, dominating group members, 
social desirability bias, biases related to moderator attributes, and the lack of the use of 
survey methodology.  
 
Non-generalizable Findings   The study did not include a representative sample of 
young men from Georgetown. The results therefore are not generalizable. Furthermore, 
there are other key stakeholders who may have undoubtedly had valuable insights to 
contribute to the data collected on young men’s risks and vulnerabilities for STI, but were 
not included due to limited time and resources (e.g. adolescent females and parents and 
STI positive young men and parents, and transgender youth and parents). Tensions, 
related to the national election also negatively impacted participant responses. 
 
Dominating Focus Group Members Some FGD members dominated group discussions 
from time to time as well.  Moreover, since the interviews covered culturally “taboo” and 
sensitive topics (e.g. adolescent sexual activity, sexual abuse, gender and intimate partner 
violence, etc.), it is likely that the young men, and perhaps some adult responses were 
influenced by social desirability bias. However, moderators afforded most group 
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members the opportunity to contribute to the conversations who were willing to actively 
participate. 
 
Social Desirability Bias  At times it seemed that both parents and young men were 
giving responses that were either in keeping with commonly held opinions about well-
publicized social topics such as domestic violence, child sexual abuse or religious 
doctrine.  Responses may have been influenced by social desirability bias or the tendency 
of individuals to provide responses that are in keeping with whatever participants might 
have deemed as a socially acceptable. 
 
Moderator–Related Biases Participants talked about notions of gender-inequality that 
are pervasive in Guyanese culture.  So, it is highly likely that the sex and gender of the 
moderators affected participant responses.   Nonetheless it is difficult to determine to 
what extent.  My age was definitely a consideration when it came to youth responses as 
the Guyanese culture is highly respectful of the age hierarchy. Some young men referred 
to me as “Miss” or “Aunty”, terms frequently reserved for older women.  The race of all 
four moderators also likely affected interviewee responses. Finally, the fact that two RA 
and the principle investigator have several years of experience working in the HIV arena 
with young adults may have influenced the interpretation of the data. 
 
Lack of Mixed Methods  The use of a survey instrument may have allowed us to 
determine the extent to which the study’s participants actually shared similar thoughts or 
beliefs.   
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4.7 Establishing Validity 
 
  I applied two procedures to establish validity: a) Triangulation of data from 
various sources (e.g. peer reviewed and grey literature, technical reports, local 
publications etc.) in order to verify findings and draw conclusions, and b) a peer review 
by local experts for validation of the study’s findings.  
Local Peer Review Process 
I shared this study’s findings and conclusions with three local stakeholders who 
had previously collected and/or used qualitative SRH/STI data for young men in 
Guyana.   These stakeholders included at least two social science researchers and one 
public health practitioner in Georgetown, Guyana.  I proposed Mr. Dereck Springer, 
Director of the Pan Caribbean HIV and AIDS Secretariat for CARICOM, Mr. Martin 
Odiit, Country Director for UNAIDS Guyana and Suriname, and Mrs. Jewel Crosse, 
Adolescent Protection Advisor, UNICEF, Guyana as reviewers of this study’s findings.   
 I used the input of these stakeholders to validate this study’s findings against 
those of other similar studies. 
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CHAPTER FIVE 
Primary Data Collection Findings 
In this chapter, I present the findings of the qualitative study designed to address 
research question 2:   
 2a) According to males aged 15–18 in Georgetown, Guyana and other key stakeholders, what 
behavioral and contextual protective/risk factors underlie young men’s sexual health? 
2b) According to males aged 15–18 in Georgetown, Guyana and key stakeholders, what existing 
programs, both locally and globally, could be adapted and effectively prevent STI and promote 
the sexual health of young men in Georgetown, Guyana? 
 
My colleagues and I in Guyana conducted 9 focus groups and 25 key informant 
interviews with young men, parents, and other adults who live with young men. This 
section is organized by the overarching themes or contextual factors that emerged as 
significant in the lives of young men in Georgetown in terms of their sexual health. In 
discussing each factor, I present the broad theme and describe how it was reported to 
affect the lives of young men everyday including their health in general and sexual health 
in particular. Within each theme, I identify sub-themes that elucidate how the broad 
contextual phenomena affect specific sexual behaviors and health outcomes. Throughout 
the presentation, I use illustrative quotes to illuminate the meaning of the themes and sub-
themes as described by various study participants.   
The major themes identified through key stakeholder interviews include:  
1)     Poverty and Disenfranchisement as determinants of STI vulnerability and risk for 
young men 
  
159 
2)      “Yes, This is a Man”: Early Sex, Fast Money, and Risk and Vulnerabilities 
3)      “The Empty Room”: Young Men without Male Role Models 
4)      “The Empty Room”: Young Men and Early Fatherhood 
5)      Sex in a Violent Society; 
6)      Stigma, Discrimination, and Shame: Roadblocks to Young Men’s Sexual Health 
Diagram 2 illustrates the socio-ecological model that forms the foundation of the 
study’s research.  Stakeholder narratives revealed that all six themes essentially bear an 
influence on all levels of the model.  
Diagram 2: Study Socio-ecological Model 
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The following section presents the six themes and sub-themes that emerged from 
the focus groups and interviews:  
 
Theme 1: Poverty and Disenfranchisement as the basis for STI vulnerability and risk 
among young men 
 
Youth, parents, and other adult respondents felt that low socioeconomic (SES) 
status and disenfranchisement make young men quite vulnerable to STI. The absence of 
economic, social, and emotional resources creates an environment, in which it is difficult 
to make safe and healthy choices. The majority of young MSM and in-school young men, 
over half of adult participants, almost half of out-of-school youth and fathers, and a few 
mothers related young men’s vulnerability to STI to poverty and disenfranchisement.  
In the context of this study, impoverishment is defined as being in poverty and not 
having enough money to make ends meet, while disenfranchisement is defined as taking 
away rights and privileges from some people. Examples of disenfranchisement include 
abuse, gender-based violence (GBV), and a lack of access to health, emotional or 
financial support2. STI vulnerability is defined as the factors that make someone more 
likely to engage in unsafe sexual behaviors before one has decided to engage in them. 
Risk factors are determinants associated with the actual act of engaging in unsafe sexual 
behavior such as unprotected sex and having sex with those who may have multiple sex 
partners and/or who do not use condoms. The study participants frequently mentioned 
how growing up poor and living with social disenfranchisement increases the probability 
                                                
2Accessed from http://www.dictionary.com/browse/disfranchisement  on 26, April, 2017 
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of engaging in risky sexual behaviors thereby making the individuals more vulnerable to 
STI. 
“It’s (early sexual debut) very common in some sections of the society and that’s depending on the 
orientation, how they socialize, their body stature as well… There is sections, for example 
Albouystown. There is Cummings Lodge, … these areas especially in the community where they 
don’t have a lot you find these boys having sex at a young age… Financially, socially, parents not 
being there and so forth… (Body stature, what that’s all about?) The ones that are tall, strapping the 
ones that can easily be mistaken for somebody older they will of course be able to attract a partner 
easier than somebody who is very petite…” - Female HFLE Teacher, age 35–49 
 
“One of the main reasons for that (STI risk for young men) is unprotected sex. Yeah (it is common) 
because there are some young men you would reach out there that would tell you they cannot use a 
condom to sex because they want the woman to ‘feel the bone.’ … They say anybody that looks good 
is okay. Any female that looks good, she could have sex without the condom. That’s how some of 
them guys think. …you know what’s rampant in this country? It’s not rape but 4 out of 5 men going 
with one woman after, just without condoms, one man comes out and another goes....yes.  It goes on 
in certain environments. Persons that live down at the bottom and see these things, they can tell you 
that. These are things I experience and I say wow.” - Afro-Guyanese Coach, aged 50+ 
 
For example, respondents generally felt that young men who come from lower 
SES backgrounds are more prone to be exposed to sex earlier than their counter parts due 
to their lack of parental supervision and guidance, the influence of other people with 
whom they might be living (e.g. older men) and the harsher living conditions to which 
these young men are obliged to adapt.  
“Those with better backgrounds will deal better than those without good background, better 
background take more long to learn about sex. - Out of school young man, aged 15–18 
 
Poor Parental Modelling 
At the family/household level, poverty and disenfranchisement also mean some 
young men are subjected to poor behavioural modelling by their parents and other adults 
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in their lives. According to young men and adult respondents, this modelling may 
encourage them to behave in ways that increase their vulnerability to STI. A coach, who 
works with young men from primarily lower income households, claimed,  
“When it comes to decisions…parents or guardians have a tendency of doing wrong things so when it 
comes now and you (the adult) try to make a decision and say smoking is not good, drinking is not 
good, running behind girls is not good... how you telling me this and these are the things you’ve been 
doing? So that advice now would be very hard.” - Coach/Mentor age 50+ 
 
The Link between Educational Failure & Unstable Families  
An adult participant made a salient point about commonly held misconceptions 
regarding the ability of young men to succeed in schools and the high school dropout rate 
in Georgetown. He believes poor academic performance and low levels of engagement in 
schools are often due to unstable families and difficult home environment rather than 
their lack of academic potential: 
“I believe just like the inability to learn it may be an inability to focus so that they learn, it may not be 
an inability to learn.  It may be the external factors that make them can’t focus to you it may seem like 
they can’t learn because I know of instances whereby persons are having it difficult at home and this 
is grade A plus students that drop to E and F... and as soon as that situation was corrected rose back to 
A plus in a matter of one semester quickly... Them young boys at that age would be left to fend for 
themselves as well.   You have a young son, a harsh household, but you have two younger ones, 
younger daughters, that older one will have to pull their own weight early. Cause usually 15–18 is 
when your father would be talking to you about sex and life, but if you don’t have that figure around 
how does it happen?” - Broadcaster, aged 35–49 
 
Poverty and Intimate Partner Violence 
Some adult respondents argued that poverty among young men leads to 
insecurities in their intimate relationships which, in turn, may create tensions and result in 
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intimate partner or gender–based violence.  
“Because they (young men) are not able to support their partner, you find that they have a competition 
because if the young lady finds that he can’t support her, somebody is coming along the line that can 
support her. So now she would be leaning over there. That comes now when the other individual (the 
young man) sees her there with that guy (the financially stable person), he’s gonna start getting 
suspicious, start getting angry, things get out of hand. They are not able to control their emotions.”      
- Mother  
 
Sexual exploitation/abuse 
The youth and other respondents argued that some families cannot meet the basic 
needs of young men such as clothes, food, school, positive youth recreational activities, 
and sports supplies. Such deprivation leaves young men at higher risk of sexual 
exploitation by the adults.  
[Are young men in Georgetown being forced to have sex or being raped?]  
“…yes, it is happening because I know a boy. He is the age of 17. He went out and he was asking for 
help….He leave his grandmother house and he was asking for help and a man take him. And when the 
man take him in, he used to buy clothes and things and so and give to him. And at one time, the man 
bring in, must be about 3 persons and he said all 3 of them will rape him (the young boy). And when 
he didn’t agree to do it, they put him (the young boy) down on the bed, tied up his hands and his feet 
and troubled him and I think that is wrong.” - Mother 
 
Sexual exploitation/abuse and Child Trafficking: Sexual Vulnerability of Young MSM 
 
The young MSM group members described experiences related to either being 
kicked out of their homes or being sexually exploited by their families for financial gain. 
However, unlike the other focus group respondents, they linked their experiences with 
their parents’ inability to understand and/or accept their different sexual orientation. 
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“Some because of peer pressure they have to steal, some because of family issues. Some parents do 
not understand their children’s sexual desires and they, some of them say that their family does not 
have any lesbians and they either throw them out or ill treat them. So that is why most of them would 
go out on the road and do sex work. Whatever they could do in order to survive.” - YMSM, age 18 
 
“Frustration, yeah! Some mothers they push their children to the extent. [Pause]. Well I say that 
children become frustrated because some mothers, like me, I am a transgender and my mother does 
not like the idea of that so she talk things about me and that is what pushes children to the extent to 
leave home and go out and look for it on the road because they do not earn it in the house. They go 
and earn it out there and when the family come back, they get the benefits from them.” - YMSM, age 
18 
 
“Parents push children to be sex workers and when you reach out there a lot of disadvantages happen 
to them. When something happen to them that is bad, the parents hold their head and they are ever 
sorry that they could have understand their lifestyle.” - YMSM, age 16 
 
One young man suggested that some young men like him are lucky to be adopted, 
“Okay for example, guys like me, when our parents do not accept us, they don’t like our lifestyle, 
that’s says that once you cannot be accepted around your family or I should think you need to feel 
comfortable telling your parents, puts you out on the streets and you go and try to get help but then 
you are not finding what you are looking for so it continues. So what they do, the welfare or police, 
once its campaign time would go out and drop you off, it’s depends on the age level. When they leave 
you there, they ask you certain questions because like some of them. They would be taken to the drop-
in centre or the Sophia home centre and even go up for adoption and some of them become the 
guardian.” - Transgender Young Man, age 15 
 
 
Limited Access to Positive Youth Development/Recreational Activities Linked to STI risk  
Poverty and disenfranchisement make it challenging for some young men to 
participate in positive youth development and/or constructive extra-curricular activities 
that may discourage them from engaging in high-risk activities.   Less than half of the 
adults and parents as well as a minority of in-school youth thought that there are none or 
insufficient constructive activities available to young men to pass free time in 
Georgetown.   A minority of the respondents claimed that the sexual life of young men is 
independent of the availability of these activities. 
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Another Form of Disenfranchisement: Inadequate access to male-friendly SRH services 
A few adult and program-affiliated group members felt that young heterosexual 
men have been disenfranchised due to lack of sexual and reproductive health and social 
welfare programs that may cater to their needs, just like those programs that provide 
services to women, girls, and sexual minorities. While some participants admitted the 
existence of some SRH services for male youth, young men, and adults, they complained 
about the gaps and variations in the services provided by such SRH services. These 
complaints focused on a lack of safe spaces for man-to-man communication about SRH 
issues, a lack of mental health counselling to address men’s issues, a lack of confidential 
or private condom and lubricant distribution sites, unprofessional and judgmental 
treatment by healthcare providers providing SRH information and services and  auxiliary 
staff like security guards and frontline staff, and insufficient integration of SRH services 
into education, training and employment, citizen security, and other social welfare 
programs that target young men.  
They also talked about the barriers that limit access to the services that do exist. 
For example, high costs may be discouraging young men in Georgetown from paying for 
SRH/STI service fees and buying condoms. One respondent suggested the condoms 
should be offered free of charge in a way that allows young men to maintain their 
privacy. 
[What prevents young men from seeking SRH services?] 
 
“Embarrassment, feeling a sense of shame...and that's a decent young man who would feel proud like 
… ‘Yeah, I am getting lucky tonight.’ There was a time you could go into a public bathroom and there 
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would be these dispensers where you could get a condom. But I don’t think it’s still there. Then the 
cost of condoms, some condoms are expensive and not as accessible as it should be; even when you 
go to the health clinic, they may have condoms for free but you can’t go into the bathroom and pick it 
up where nobody knows... You would have to ask a worker so you are not private and people respect 
it...they want to maintain respect, especially if it’s a male... I don’t want you up in my business...”       
- Broadcaster, aged 35–49 
 
A program-affiliated respondent presented a practical scenario that illustrates why 
young men might opt not to purchase a condom due to cost constraints.    He commented 
that some sexually active young men, who typically have limited access to financial 
resources, would often prioritize spending their money on things other SRH services 
thereby increasing their vulnerability to STI exposure.  He explains that although younger 
men may be engaging in high risk sexual activities, similarly to their older counterparts 
who have greater access to personal income, they have less access to services due to cost 
constraints. 
[What kinds of information or services should the proposed program offer?] 
“We've really done a terrible injustice to young men, to people in general in that age group… 
Basically you are expected to pay for services as an adult without being employed. You're dependent 
in the 15 to 18 group, and you know, if you look at it from a realistic standpoint, the 15 to 18 year old 
person is doing pretty much the same set of thing, likely, that the 19 and 24 are doing, likely, with less 
income. And therefore, accessing services for that group is a choice between taking my allowance 
money and putting it towards buying a phone or a gift for mi girlfriend or whatever a trendy shoe, 
which is the demand of my group versus paying to go and see a doctor. Because I have a little itch, or 
I have some boils in my groin and I don’t know anything about it, I’m not going to go ask a doctor 
about that, cause that's a choice between what I wanna do…you know. See, the main problem is 
making sure that the services are available for that category of young people at almost low cost. -Afro-
Guyanese Male, Youth Coordinator, aged 25–34 
 
He also described a systemic barrier to service that few other participants 
mentioned; discriminatory dress codes. 
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[Are there any rules or regulations that exist that might prevent some young men from getting SRH 
information or services they might need?] 
"The way the young man is dressed, the way his hair is groomed and personal grooming could stop 
him from getting access to services because facilities have rules about what you can wear. Their 
behaviour as well because you don't want someone going into a health facility and being disruptive… 
There needs to be a relaxing of these rules because you should not be barred from accessing services. 
People coming in for primary health care should have access and rules should be relaxed. Health 
should be universal. If there is a guard at gate who may want to enforce with a trouble maker is an 
example of a situation." - Afro-Guyanese Male, USG-affiliated information and Programme Specialist, 
aged 25–34 
 
According to a few adult and program-affiliated respondents, accessing SRH 
services may be particularly challenging for young men who have had legal troubles.  
Notably, many respondents, including young men, mentioned that male youth from 
“depressed” or low-income neighborhoods are disproportionately suspected of criminal 
activity, and hence profiled and harassed more often than others.  For example, a social 
worker who worked for a USAID-funded program that provides job training and social 
support to young men, particularly those who have been processed through the court 
system, mentioned the special case of ex-detainees.  He seemed convinced that young 
men with legal troubles (e.g. through juvenile detention centers or the adult penitentiary 
system) may be facing undo discrimination in accessing health and social welfare 
services. 
“We now have young men who call themselves “thugs”. They feel they must carry their pants on their 
butt, difficult to take off earring to get a job, go to health services, etc. They now have an earring with 
a chain for those who have gone to prison as a sign of achievement. The respect that they get is more 
important than a job, health & social services... Once they go to prison they reject commercial jobs 
because they feel dysfunctional in that setting. They come out of prison they come with a new walk, 
talk demeanor.” - CBO-based Social Worker, aged 35–49 
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Domestic Violence3, /Gender –Based Violence, and /Intimate Partner Violence4 
Almost half of the mothers and a few fathers and youth talked about a link 
between gender/ intimate partner violence (IPV) and impoverishment and 
disenfranchisement. When asked about the challenges faced by young men in their 
intimate relationships, mothers often replied that access to money plays an important role 
in how young men manage these relationships.  They believed that financial problems 
can spark hostility and violence between young men and their partners.  Sometimes 
within the context of intimate relationships, young men may turn to harming themselves, 
resulting in suicidal ideation. 
 
[Question: What are some of the challenges that young men are facing in their intimate partner 
relationships?] 
 “Because they (young men) are not able to support their partner, you find that they have a 
competition because if the young lady finds that he can’t support her, somebody is coming along the 
line that can support her. So now she would be leaning over there. That comes now when the other 
individual (the young man) sees her there with that guy (the financially stable person), he’s gonna start 
getting suspicious, start getting angry, things get out of hand. They are not able to control their 
emotions.” – Mother  
“Not being able to support their partner financially. Jealousy and insecurity… [There was a]…recent 
incident of a young man stabbing his girlfriend because he saw her with another male.”- Mother  
“And that’s where domestic violence comes in. [Probe: Abuse in relationships among teenagers can 
start as a result of them not having enough money?] Yes. I’m thinking communication. They [young 
men] suffer from communication (poor communication) and a complex lack of identity and...Maybe 
what they are saying adds to some of them committing suicide. [Young men who are committing 
suicide are doing so as a result of failed relationships?] Yes.” – Mother 
 
                                                
3	DV or Domestic Violence The term ‘domestic violence’ is used in many countries to refer to partner 
violence but the term can also encompass child or elder abuse, or abuse by any member of a 
household (WHO, 2012) 
	
4	IPV or Intimate Partner Violence refers to any behaviour within an intimate relationship that causes 
physical, psychological or sexual harm to those in the relationship (WHO, 2012)	
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Respondents also painted a complex picture of the dynamics at play in the case of 
intimate partner violence among teens who live in poverty.  Young men, parents, and 
adult participants claimed some teens engage in transactional sex to earn money and it is 
quite a common occurrence.  They added that young women from poor families feel 
compelled or obligated to have sex with young men who can provide them with financial 
assistance.  One respondent noted that some young women apply peer pressure on young 
men to have sex with them as a compensation for financial support (regardless of whether 
he wants to have sex with them or not).   
[Are young men being forced to have sex?] 
 “No but...They have some young ladies forcing young men into that (sexual activity). They might ask 
you for a little raise or money and you give them, but you just give them on a free way but they force 
themselves to come to you to have sex. They would come to you and tell you they like you and they 
could be with you.” - Coach of Young Men 15–18, age 50+ 
 
Poverty and disenfranchisement fuel risky behaviours among young men and are 
sometimes even encouraged by parents in need of money.  One father told us that some 
poor families do not object to child trafficking that fosters transactional sexual 
relationships between young men and women and may decrease the likely hood of 
protected sexual intercourse among young men due to power differentials between them 
and their female partners. 
[Question: Are young men raping other people?] 
 
"Some of them are consenting to it you know, this same poverty level. You got parents that know they 
have an attractive daughter.  ‘Okay he hustling you? What he promising you? He promising you x, y 
and z or he giving you x, y and z give it up….because we need it.’  So we got parents’ consent in that 
area as well. [Probe: And you’re saying these young people are raped?] Technically, nobody don’t 
complain so…” - Father of young man 15–18 years 
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Yet, a youth participant spoke about other instances where young men feel 
entitled to have sex with young women they financially support, even against the will of 
the young woman. 
 “… It comes back to poverty too, cause say for instance I working you know. Me and my friends we 
all working and it have some young ladies we looking at, family might be in a bad kind of situation. 
Sometimes they going to school too and see you a few times in the week. And, they ask you for 
something. Now you get a chance with you and them alone.  And you get a chance and she saying I 
ain’t really want to do it now and them things. Just because you feel like you been rendering some 
assistance to them, you think that it’s necessary to force them into having sex.” – Young Man in 
School, aged 15–18. 
 
Thus, both parents and male respondents agree that youth poverty and 
disenfranchisement is linked to gender-based and intimate partner violence in 
Georgetown.  According to the participants, these two factors produce stress and a 
heightened sense of sexual entitlement that drives young men towards violence and 
aggression in their relationships with themselves and others. 
 
Poverty and Transactional sex  
According to interviewees, poverty and perceived social disadvantage influence 
many young men’s sexual decision making and risk taking.  While this increases the risk 
of sexual exploitation for male youth, even young men with more money than their peers 
may be at higher risk of STI exposure.  The social norms of sexual entitlement due to 
greater economic power may make it more likely for an individual to engage in the 
commonplace practice of transactional sex that exploits widespread poverty and 
disenfranchisement in Georgetown. 
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A youth participant explained how for young men on the opposite end of the 
economic spectrum it is not easy for 15–18 year olds to eat and find gainful employment 
in Georgetown.  Even some adults agreed that the employment of a young man under the 
age of 18 constitutes child-labor under Guyanese law.  They explained that many young 
men in this age group engage in a wide range of legal and illegal work to make ends meet. 
Nevertheless, young men from depressed areas were viewed by all the respondents as 
more likely to engage in transactional sex or sex work due to the pressures of poverty.   
“[Young men from depressed areas] are vulnerable to abuse by the same person from whom they are 
seeking this help...Verbal, sexual and psychological abuse. Sometimes they run the risk of being told 
off because people don't want to be bothered with them.  People may need sexual favors of them.  
Adults who can afford [it] They [young men] would be asked to keep up with some scheduled and 
regimens that kind of tough ..in some cases impossible and when they don't they feel that they can 
match with their expectations and so they may think twice to go back to ask for help because they 
didn't keep up with the part of the bargain like they were supposed to. [It might affect their self-image 
negatively] ....Yes, and then the case that ..."I gotta always go ask and beg cause I don't have ...it's 
bothering me...” - Male High School Teacher, aged 35–49 
 
All interviewees agreed that young men not living at home and especially those 
living on the street are at particularly high risk for STI exposure.  They mentioned many 
associated risk factors such as exposure to early sexual debut, violence, and sexual 
exploitation.  The study participants added that being disenfranchised and disconnected 
from home as well as the community pre-disposes young men to high-risk sexual 
behaviors.  Fathers and other adult respondents commented that young men are 
negatively influenced by the “wrong company” they keep, peers, and/or adults who 
encourage them to engage in high-risk sexual activities.  However, young men shared 
that social pressure to have sex comes from both adult males and females whether one 
lives at home or not.  A few adult participants and fathers commented that the risk for 
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sexual exploitation by the adults may be greater for some young men not living at home. 
 
[Question: Are young men being forced to have sex?] 
 
“…Yes.  And this goes back into poverty.” - Father 
 “You see, in our quest to fit in and needing to have stuff, one is perhaps willing to relinquish his 
masculinity for an alternative secularization. Just to be...numbered...amongst those that possess brand 
named clothes [Probe: Young men may be involved in homosexual activities to get things?] Yes…for 
recreational purposes and so on.” - Afro-Guyanese Youth Mentor, aged 25–34 
 
The Added Vulnerability and Disenfranchisement of Young Gay, Bi-sexual and 
Transgender young men 
Young MSM were viewed as particularly vulnerable to unstable home life and 
social disenfranchisement and abuse due to pervasive social stigma and discrimination 
directed at sexual minorities. A lack of SRH programming tailored to diverse needs of 
adolescent male clients and barriers to services were also perceived as further 
disenfranchising these already-disadvantage young men.  
 
Theme 2: “Yes, this is a Man”:  Early Sex, Fast Money, Risk and Vulnerability 
"People respect you. Persons look gayish and people does treat them like a gay.  And if they see him 
went and have sexual intercourse with a female, they will say ‘yes, this is a man’.” – Young Man in 
School, aged 15–18   
  
 Traditional perceptions of manhood or masculine expressions emerged as a 
central theme throughout discussions with both young men and other respondents.  From 
their perspectives, socio-culturally derived notions of what it means to be a real man are 
among the primary drivers of sexual decision-making and behaviors among the young 
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men.  The participants of this study defined “manhood” as obtaining respect and 
acceptance as a man.  They added that this is often accomplished through a competitive 
process of demonstrating academic or athletic ability.  However, manhood can also be 
obtained by getting a decent job or making “fast cash” to financially support oneself and 
fulfill one’s responsibilities towards family members such as parents and siblings, or 
one’s own children in the event of an early fatherhood.  Others suggested that manhood 
could be achieved by effectively defending that which one considers to be one’s own, 
demonstrating adherence to heteronormative sexual behavior, being sexually active with 
as many partners as one wants, performing well sexually, and/or being perceived as 
adhering to commonly accepted religious indoctrination (e.g. being married and having 
children).  However, it is their desire to gain social recognition by achieving these 
competencies which produces the contextual factors that make young men in Georgetown 
more vulnerable to STI exposure and unplanned pregnancies.  The study participants 
expressed that most, if not all, young men in Georgetown are vulnerable to STI exposure 
simply due to socio-cultural norms and expectations.  These norms and expectations are, 
in turn, related to expressions of perceived “hyper-masculinity” which encourage high-
risk sexual behaviors. 
 
Real Men: Pressure to have sex with girls 
 Many participants, particularly males of all ages, spoke at length about the social 
pressures associated with becoming a man in Guyana, including becoming sexually 
active and achieving favorable sexual performance.  The respondents also shared reasons 
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why they think young men may take unnecessary risks with their sexual lives to prove 
themselves as real men and/or “not gay”. For example, one coach, who works with young 
men, described the masculine dynamic between men in Guyana as a “competition”. 
Although he used this term in reference to “the chase” to be the first to have sex with a 
virgin, the term aptly describes the sentiments of many male participants regarding the 
social pressure young men face to have sex.  Both young and older males seemed quite 
empathetic to these social pressures which fuel the competition to demonstrate manhood, 
a competition many young men engage in with little or no evidence-based guidance.  In 
fact, several participants suggested that young men would receive such guidance if they 
were raised in a two-parent home with a mother and father. 
 The respondents claimed the immense social pressure on young men in 
Georgetown comes from several interpersonal and community level sources such as 
peers, parents, particularly, those who want to confirm their son is not gay, and other 
older men and women.   Male youth, parents, and other adults also commented that some 
of the main concerns or interests for young men are obtaining sense of independence, 
self-identity, and acceptance by others.  However, the self-identity seems to be externally 
focused for many young men.  The vast majority of respondents discussed how 
susceptible young men are to the influence of others in determining their actions, 
especially, in the absence of sound advice from parents, guardians, or role models. 
Fascinatingly, a few adult men, like the gentleman below, agreed that today young men 
experience a greater amount of social pressure to initiate and maintain their sexual lives 
than their female counterparts.   
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[How do you think young men are handling the fact that ‘Money, school in some instances, and sex, 
sex, sex…’ as you say, are their main concerns or interests?] 
“These young men are not gonna go looking for sex first these young men going and look for money 
first so that is what pulls them away from school in search of the money that is what takes them out of 
school,….Boys at that age, they don’t necessarily have to have a girlfriend but the amount of pressure 
around they would end up doing it. Of course boys that age, they are guided. They are not going to 
just run looking going out there for girlfriend. That is why I made the issue with the single parent 
family it is a big and it’s a big thing happening in Guyana. But boys of course they will go looking for 
sex but the reason why they go looking for sex it varies quite a lot across different areas maybe 
different income level many different things. [Would you say peer pressure is greater for young men 
than women?] Yes, I say that I believe so. I honestly believe so.” - Broadcaster, aged 35–49 
 
 The participants discussed how young men aged 15–18 are socialized and 
expected to prove they adhere to heteronormative and “hyper-masculine” sexual 
behaviors.  At the same time, they explained that male youth are expected not to seek 
information about sex or other SRH support services until the adults perceive that they 
are mature enough or ready to have sex.  This creates a dilemma for young men in 
acquiring the knowledge and skills to perform sexually and maintain their SRH and, by 
proxy, that of their partners on their own.  As a result, young men in Georgetown obtain 
information through peers and other community members that is often erroneous, 
researching SRH-related sub-themes online, and access readily available pornography 
through the internet and social media to learn about sex. 
  
Real Men: Pressure to Provide 
 According to the respondents, being able to provide for oneself and one’s family 
is of paramount importance to young men to be recognized as a real man in Georgetown.  
Hence, making money is perceived as the main interest for young men that can pose a 
stressful dilemma due to the challenge of finding a decent work at ages 15–18. This is, 
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particularly, the case for those who a) yearn to obtain their independence, acceptance, and 
self-identity, b) come from a single parent female-led household experiencing economic 
hardship, and/or c) become fathers.  The participants described the “hustle” many young 
men engage in to obtain “fast cash” when talking about male youth sexual and non-
sexual, risk-taking behaviors.  According to all male youths, parents, and adults, young 
men also take odd jobs to generate income to impress their prospective partners and/or 
contribute to household finances.  These and policy affiliated interviewees discussed 
young men’s participation in illicit activities to make money that increase their 
vulnerability to STI like drug dealing, gambling, and theft.  The respondents explained 
that it is common for young men in Georgetown to leave school and go to work at a 
young age to establish their manhood, sometimes at the behest of their families. In some 
instances, young men from financially poor families who decide to stay in school, depend 
on other adults in the community which puts them at risk of sexual exploitation including 
intergenerational and transactional sexual relationships. In this regard, having the social 
capital (e.g. through fathers, mentors or family) to access decent work was cited by an 
adult mentor as an asset for young men.  
 
Other Risks and Vulnerabilities for STI linked to Masculine Expression in Young Men 
 Youth, parents, and other adults also talked about low sense of STI/SRH risk or 
invincibility among the young men that leads to more frequent sexual encounters and 
risk-taking.  These respondents, along with program and policy-affiliated group 
members, stated that male youth in Georgetown are engaging in several high-risk sexual 
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and related behaviors such as early sexual debut (typically by ages 7–12), unprotected 
oral, vaginal, and anal sex, multiple/concurrent sexual partnerships, sex with unfamiliar 
partners, not getting tested for STI/HIV, engaging in transactional sex and/or sex work, 
drug and alcohol use, high school dropout rates, and involvement in the drug trade.  
 
[Question: What are young men like you doing sexually to make themselves unhealthy?] 
 “Going bareback.” - Young Man in School, aged 15–18 
 
“Having sex with too many different girls.” - Young Man Out-of-School, age 17  
 
“Having anal sex.” - Young Man in School, aged 15–18 
 
“They don't know what the woman has or anything (prior to practicing).” – Out of School Young 
Male, aged 15–18 
  
 Interestingly, young men commented that stress relief is one reason they begin 
having sex.  Other reasons they cited include having fun, meeting sexual urges, 
demonstrating manhood, responding to perceived pressure from peers, adults, women, 
and girls, and messages from the media including music.  An adult male respondent 
commented that some young men do it just to “get it over with”.    
 
[How are young men handling their intimate partner relationship challenges?] 
 
“Get it over with. [Probe: Get what over with?] Sex. Isn’t that what we’re teaching them a relationship 
is about?” - Broadcaster, aged 35–49 
 
 The vast majority of respondents spoke about the influence of mass media and 
social media on male youths in terms of sexual decision-making and other psycho-social 
issues (e.g. frustration, anger, aggression, suicidal ideation) related to their social and 
economic circumstances.  Nonetheless, the point-of-view shared by most respondents 
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was that the socially accepted archetype for manhood is expressed through risky sexual 
behaviors by young men.  Moreover, the desire to obtain “fast cash” also compels young 
men to engage in risky sexual behaviors in the form of transactional sex and sex work. 
The drive of young men to make money as an expression of their manhood regardless of 
the root cause was viewed by many respondents including young men, parents, and adults 
as an underlying and determining factor in their vulnerability to STI exposure.    
 This policy-level respondent talked broadly about some of the sub-themes being 
addressed by the public dialogue on developmental challenges of young men. 
 
[What are the main issues related to male involvement or engagement that are being talking about in 
Guyana?] 
“Male under-achievement in education, ... the reducing number of males in tertiary level 
education…that’s one.  Male health seeking behaviors. Also…males involvement in the use and 
trafficking of illicit drugs. The lack of male role models the absence of fathers within the homes… 
domestic violence, gender based violence where men are the perpetrators, they too rape. Did I talk 
about the use of trafficking of illicit drugs?…and something that is worrying is the increase in the 
number of under ten boys who smoke marijuana and most in generally are introduced to it as a social 
drug by males that are older which are not necessarily males.” – Male UNICEF Representative, aged 
35–49  
  
 All categories of respondents also cited specific protective actions they believe some 
young men take against STI and for their SRH.  These protective measures include 
abstaining from sexual activity, using condoms to avoid STI and unwanted pregnancy, 
knowing their sexual partners, getting HIV-tested along with their partners, eating 
healthy, taking supplements, consuming local herbs and foods to enhance sexual 
performance, getting medical check-ups, and self- treating STI with medication from 
pharmacies or other traditional remedies. 
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Protective factors for young men’s sexual and reproductive health (or not): Family, 
Peers, Religion, Education, Extra-curricular Activities, Music and Media 
 
Sexual and Reproductive Health as defined by Young Men 
 
Perceptions of what SRH means for young men varied.  The young men in 
Georgetown associate SRH with having sex, feeling good, and being well-informed to do 
so. Some even saw having sex as a measure of how well one is generally doing in life. 
Other young men felt that SRH concerns with having life skills and to actually be happy 
rather than just acting like it or giving the impression that you are having sex.  One 
YMSM group member suggested that SRH goes beyond sex to encompass an overall 
sense of psychological and physical well-being for all people including youth whether or 
not one chooses to become sexually active.  
 
[Question:  What does SRH mean for young men, like you in Georgetown?]   
 
“The way you carry yourself if you are sexually active, even for those who aren’t sexually active. 
Healthy ways for those who are sexually active and not sexually active. They are always cheerful. 
Some have that smile but that does not mean that they are happy or that they sexually healthy.  Most 
of them are cheerful.”- YMSM, aged 15–18 
 
“Well, to start off, he is confident that he has nothing to worry about. He is confident -no worries 
about sickness.” – Young Man in School, aged 15–18 
 
 
The opinions among fathers included remaining AIDS-free and simply having 
sex.  One father commented that religious young men would be more concerned with 
SRH. 
“…coming up in a family, a strong religious base family, you know, it will mean more to you 
spiritually and emotionally, physically also right and just on a day to day life with the lack of interest 
and knowledge you know, it just means a lot to know that you’re sexually healthy.” - Father 
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"..AIDS that is the talk, make sure even when you having sex to use a condom cause you don’t want 
to get AIDS, that is the first thing they gone tell you, so I guess it’s very important for them. " - Father 
 
On the other hand, mothers cited wearing a condom, taking their partners for 
testing, and /or abstaining from sex as protective as behaviors that young men practice to 
protect themselves from STI exposure.  Other adults commented that SRH for young men 
should mean having the skills to prioritize other activities in life over sex such as future 
goals and aspirations. 
 
“What it for me within that age… because you’re still impressionable and whatever they do can affect 
the rest of their lives and others lives because if you’re not infected you are affected in some way or 
the other. It is important that they get themselves fully educated, they must get themselves fully 
equipped. You cannot stop a person within that age from having sex maybe that is why community is 
more accepting but at least we can train them as to how to handle their sexual relationship or 
relationships that they are having. We can inform them about the dangers of doing that even with the 
companies that they keep and so on because there are so many little other things attached… not little 
in fact, big factors like using drugs. Because many of them may tend to be under the influence of some 
drug or the other whenever they are participating in that kind of thing, especially when you hear of 
group sex in many occasions they are having sex because they are under the influence of drugs… 
(Probe: Group sex?) Yes. It’s becoming common, yes.” - Female HFLE High School Teacher, aged 
35–49 
 
“…if it’s emotional and you can think on your own then I’m pretty much sure that it would definitely 
be more pleasing so to speak.” - Indo-Guyanese Mentor, aged 35–49 
 
“…to a young man, sex is fun, sex is nice, sex is a sign of where I am, how many young ladies I could 
have sex with, in many instances that’s the way the young man feels, you know. He’s probably just 
protecting his self from AIDS and in some instances pregnancies, you know what I mean. 
…remember they don’t carry that child for 9 months you know, and the child depends on the mother. 
Don’t forget that from the moment the child is delivered it is given to the mom right, so if the dad 
doesn’t show up who is left with the child?... It just means that you ain’t got AIDS, that’s the 
reproductive health that they think about. They don’t think about herpes and think about all these other 
STI and STD that are out there, they does just focus on not getting AIDS. AIDS free is sexually 
healthy according to them.” - Broadcaster, aged 35–49 
 
Differences in Gender Socialization about SRH 
Young men, fathers, and other adults mentioned how boys and girls are socialized 
differently in the Guyanese culture when it comes to their sexuality. This difference 
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became most apparent as the interviews progressed since it was often necessary to re-
focus many participants on the SRH situation with boys, due to their tendency to discuss 
girls at length.   In many instances, the respondents, especially adults, began making a 
distinction between the boys and the girls in order to express their opinions about the 
young men. A young man spoke about one of the ways parents in Georgetown treat men 
and women differently in terms of intimate partner relationships. 
 
[Question: What does the community think about sexually active young men your age?] 
 
“…Well for guys they would approach it the same way, but for females, like example, for mothers… 
if they have a girl child and they have a boy child, they would be more tense on the girl child but still 
when you go and have discussions on your relationship with them they would wanna know if the other 
mother know about you…and that girl or whatever you have been doing.” – Young Man in School 
aged 15–18 
 
“...from the parent perspective, you would find that the effort they put in daughters and the young 
ladies in their upbringing and seeing after them, the same effort does not go to the young men. So 
whatever it is that they come up with, whatever it is that they choose then that’s what happens...”         
- Male Mentor, age 35–49 
 
[What prevents young men from accessing SRH services?] 
 
"They does use that on the girls. I don’t know what they use on the boys, the 2 B’s [Books & Boys] 
can’t mix together." - Father of young 15–18 year old male 
 
 
Current SRH information Sources for young men 
A few adult participants shared that young men sometimes get erroneous SRH 
information through sources such as the adults in the community, peer networks, the 
internet, cell phones, faith communities, and the parents. Young men commented that 
their SRH information sources should be trustworthy. However, the majority of 
participants claimed young men are ill-supported with SRH information because their 
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social networks do not have enough accurate information yet they continue to seek 
access. While most respondents mentioned older men as the primary source of SRH 
information, they, including mothers, did not mention fathers or men in the community as 
the resources people young men would seek out to address their SRH problems beyond 
the context of them approaching their “parents” with the problem. Instead, mothers 
claimed that young people turn to their mothers and friends as primary SRH resources. 
 
“Okay,  it’s like their friends (in their age ground) that they trust, that they can open up with. 
Sometimes, and it’s very minimal, they may open up to their mother and you have to really have a 
great relationship there. Very few though..likely confidants for young men.” - Mother 
 
One in-school young man expressed his belief that fathers should serve as an SRH 
resource for their sons. 
 
“I think the father, it should start mainly from the father he should like put the son to sit and have a 
conversation briefly explain everything and the way the son can protect himself from having disease, 
diseases and so on.”- In -School Young Man, aged 15–18 
 
 
Mother’s indicated that the Guyanese culture is quite conservative when it comes 
to sex talk and this adversely affects parent-child communication on sexual issues.  
A high school teacher proffered other sources of SRH information that young men 
are accessing, 
“Conversations with older males. friends, parents, relatives…. Yeah some parents…yes…In the 
schools because you have some of these same NGO's would come and teach how to use condoms how 
to do this how to do that.  [ they come to my school] sometimes. [They also get information from] 
their friends. The main source of information would be the internet. That gonna cover movies.  
Music.....” - Male High School Teacher, aged 35–49 
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Young Men and Trust in Relationships (Confidants & Service Providers)  
Young men and more frequently adults emphasized the important role trust plays 
in the relationships forged by the male youth in Georgetown including those with 
intimate partners, confidants, and adults in their community.  In fact, many of these 
discussions focused on lack of trust among the young men for their intimate partners and 
how this may lead to relationship problems such as an intimate partner violence or 
violence between young men in relation to their intimate partner.  These respondents 
added that trust plays a critical role in who young men choose to confide their sexual 
health issues and concerns.  A respondent talked about the challenge some young men 
face in their community while trying to find someone they can talk to about their sexual 
health issues and concerns. 
 
[Is it easy for young men to talk to people about SRH problems?] 
 
“No. In general because of the stigma and the fear of being judged and punished by the people in 
authority such as parents, relatives, teachers, coaches.” [Comment by interviewer: Based on your 
previous statements would you say that sexually active young men 15–18 are navigating themselves in 
a hostile and confusing environment right now that could lend them to more vulnerability] – Mentor, 
aged 35–49 
 
“Yes! and it can be a real problem because they will hide it (their sexual activities) and if something 
happens you wouldn't know cause they gonna go on like that so how you gonna deal with them.” - 
High School Teacher, aged 35–49  
 
The same respondent emphasized how important it is for young men to know they 
will not be judged in order to confide their SRH problems in another person. 
 
“I think also that they use the fact that the person that they would ask would not judge them. They'd 
prefer to talk to their female peers than to talk to older women. Hoping that someone would have had 
the experience and could keep it hush hush.” (laughs) - High School Teacher, aged 35–49  
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[What are young men doing to keep themselves sexually healthy?] 
“Using condoms. In some cases abstinence from sex. Some are masturbating. Talk to somebody like a 
teacher to take them to the doctor or pharmacist… I think, they know that I respect them in terms of 
whatever situation that they are in. I don't condemn them, they know that I can hold their matter in 
confidence. It's a trust issue basically.” - Male High School Teacher, aged 35–49 
 
 
Finally, two young men explained the challenge they face in acquiring 
confidential SRH services in a small-town environment like Georgetown. 
 
"..[Who should be more confidential?]  
“The health sector, sometimes they know you and they might go home and tell their family member 
and friends…" - Young Man in School, aged 15–18 
 
“They [young men] feel judged. Scandalized [when getting help at a health facility].” - Young Man 
Out-of-School, aged 15–18 
 
The topic of trust re-emerged in discussions with young men in relation to adults 
they choose to confide in regarding SRH issues. A young man shared his perceptions 
about their health-seeking behavior, 
 
“They’d seek help, maybe. I’m not too sure about a hospital but maybe somebody they really trust that 
you know have knowledge on the matter, like maybe a teacher.”  – Young Man in School, age 17 
 
Some youth participants felt that young men would rather die than seek treatment 
for an STI or even intentionally spread it to others due to perceived discrimination in 
provision of services or a positive STI diagnosis. 
 
“Some stay in the streets and die rather than go for treatment. Some hide it because of discrimination.” 
- Young Man Out-of-School, age 18  
 
"Some of them would know that they have it (an STI/STD)and try to spread it around" - Young Man 
In School, aged  15–18  
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Fathers mainly spoke about trust in the context of how young men handle SRH 
problems. They mentioned young men might seek out older people they trust in the 
community.  
 
[What do male youth do when they have a sexual health issue or problem?] 
 “They would be scared, it won’t be easy sometimes. Trust factors, obviously you wouldn’t tell me 
something about yourself unless you feel confident that you gonna use that information for my good.” 
- Father 
 
“…it may not be a family member they speaking to, might be somebody they look up to in the 
community or it’s not always your family they might go to and talk to but at the set time it is not easy 
for them to disclose information with anybody that is how I know it, they might take some time to 
speak to somebody they know and look to up to in the community.” – Father 
 
 
 
The Influence of Parents & Family on Young Men’s Sexual Decision Making in 
Georgetown 
The issue of good parenting appears to be a major concern for the Georgetown 
community.  Parental behaviors were repeatedly mentioned by all participants as the most 
powerful positive or negative influence on sexual decisions and behaviors of young men.  
Parents negatively influence young men by modelling high-risk sexual and related 
behaviors (e.g. drug and alcohol use, IPV DV, etc.), exposing them to (their father’s) 
pornography, and preventing young men from accessing SRH services. At the same time, 
they may positively encourage adherence to religious doctrine by talking to young men 
about sex and SRH which some participants, including young men, admitted does happen 
sometimes.  Nonetheless, several respondents contended that there are many parents in 
Georgetown who are ill-equipped to talk to their children about sex. 
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Only mothers, fathers, and a few other adults put an emphasis on a lack of 
supervision as a determinant of sexual health and wellbeing of male youth.  They cited 
outcomes such as potentially early exposure to sex, perhaps by their parents themselves 
or through molestation, and early sexual debut.  One father felt that an average young 
man in Georgetown is learning about sex around the age of 7 and explained that one of 
the sources for some young men may be the father’s pornography collections. 
 
[How are young men learning about sex?] 
"See it’s where the information is coming from, where you’re learning, some of them have magazines 
some of them have their father’s blues (porn videos).” - Father  
 
Most respondents felt that the family plays a central and critical role in 
influencing the decisions and actions of young men as well. The topic of family came up 
repeatedly throughout all focus group and most IDI discussions in response to many if 
not most questions.   The youth, parents, and other adults explained that family can act as 
a protective factor for young men’s SRH.  Young men claimed that the family represents 
the foundation they work from when they interact with others in the community, and 
family is the first line of support and moral influence in their lives. Therefore, young men 
from a “bad” family could exhibit “bad” behaviors and vice-versa. 
 
“…if you don’t have certain morals and values from the home, you would be off track and certain 
things that don’t really mean a lot to you in the future would suddenly become short.” - Young Man 
aged 15–18 
 
“…Some have bad parents and the parents influence them with it (sex)…and so on. They go in school 
and are doing things with the girls and talk to them and want to have sex with them.” - Out-of-School 
Young Man, age 18 
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One out-of-school young man commented that having a family is protective 
because it encourages a man to use condoms, especially, with their casual partners.  
 
“For a man with a family he would know to use a condom with a girl on the road. For a man that is on 
road all the time he will enjoy himself.” – Young Man Out-of-School, aged 15–18 
 
 
Yet, this adult respondent shared an alternative opinion about the parental 
influence on sexual decisions of young men, one albeit a limited one. 
 
“The older folks, within the Indian community, when young men are 15 or 14, they say we have a nice 
son or daughter and they try to set up something. Within the Indian community when a young man is 
finished CXC (standardize exams) etc. a young man is expected to find a job and start a family, in 
most orthodox Indian homes you find this but this doesn’t prevent them from having multiple sex 
partners.” - Hindu Pandit, aged 35–49 
 
 
A youth mentor spoke of the role parents and family play in facilitating 
engagement of young men in school and sports, two activities that, in the opinion of 
several participants, serve as the protective factors for young men against STI exposure.    
“Well some of them, this has a whole lot to do with mentoring or role model or good parenting 
because if you are not excelling academically or let’s just say in sports, then that was supposed to be 
recognized by a guardian or a parent where they’re supposed to guide you with regards to going into a 
trade school or see where is it that you can excel and find something for you to do. But that is not 
happening because like I said earlier, you have some where the parents feel like boys can fend for 
themselves, and they are left out in the open. And if they probably get into hardships in the real world 
then you find them getting into a whole lot of other things, crime and of course, you know, 
promiscuous behaviour and these kinds of things. So I don’t think, for the majority of boys who does 
not excel in the majority of areas, that they should be excelling. I don’t think they are doing well.   
And I feel that this is due to the lack of parenting or guardianship. They are not dealing well with 
these issues and then why and why not would be because of lack of guardianship and parenting.” – 
Indo-Indian Mentor aged 35–49 
 
A female community-based social worker, trainer, and activist also spoke about 
the family as a social learning mechanism that can empower young men with strong 
interpersonal skills. She commented at length about how to help young men develop 
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interpersonal skills and support them to empower themselves to become better partners 
and family/community members. 
[What kinds of information or services should the proposed program like this offer?] 
 “One thing that we learn from HIV is important. You must have prevention and that's where the 
relationship work is important you know. I have something. Family teaches us three things, how to 
live with and love people we didn't choose. The second thing that it teaches us is that only in a family 
you will see the whole stretch, from babies to elders, the behaviors and the needs of the whole 
spectrum of humanity. It is only in the family you see that up close and personal, what to expect from 
a baby, a toddler, a 6 year old, a 10 year old, teenagers, you know, people in their 20's, 30's, down to 
elders. That's the second thing a family teaches. The third thing a family teaches is how to choose 
what to avoid and what to select when you do get a chance to choose cause you don't choose your 
family but you do learn to live with them, some of them you learn to like, some of them you learn to 
love right, but that explains it. A family teaches you what to avoid when you get a chance to choose. I 
don't care what people say I'm teaching, I use that. So the first set of information is about themselves, 
right? The second set of information is about the other and that is where you bring in boys. You have 
to learn about girls, you have to learn about people with different sexual orientation and what tends to 
shape them so they need that information.” - Female Community-based Social Worker, Activist, age 
50+ 
 
An in-school young man explained how easily an unstable family life may 
influence a young man to become involved with criminal activities and drug use, thereby, 
rendering them more vulnerable to poor SRH outcomes including STI. 
 
[How are young men dealing with their main interests or concerns?] 
 
“Well then again we still have to look at the guys who I know they wouldn’t finish schools, they 
would have to drop out early due to financial problems, family problems, whatever the case may be. 
How they deal with it is they find the quick thing, the quick jobs like a handyman. Those who find 
odd jobs round the place, that’s how they deal with things, they look for things quickly, they go to a 
residence saying ‘you need help with anything? ‘They would do something for money that’s how I see 
them handling themselves. [Probe: Why guys are dropping out of school?] Fast cash! Some people 
start dealing drugs! Using it.” – In-School Young Man, aged 15–18 
 
The study participants, particularly, adults emphasized the fact that the presence 
or an absence of a father figure impacts how young men forge their sexual lives and 
consequently manage their sexual and reproductive health. A young man shared his 
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opinion that fathers are sometimes the first people from whom young men learn about sex 
and safe sex practices like masturbation at ages as young as 10. 
 
[Where do young men learn about sex?] 
“From the fathers, the fact that most of the men of today’s society will tell their sons about sex even 
before they reach 10. I’ve known many friends their fathers have even showed them how to 
masturbate before 10, even though nothing will come out of that and told them everything they will 
basically need to know about sex even though they probably isn’t engage in that activity till married. I 
think the right answer would really be six because at six then, even in nursery school you hear your 
friends start talk about it. They see it differently. You might walk in on mommy and daddy steadily on 
the same thing and you not really conscious of what you really seeing.” - In-school young man, aged 
15–18 
 
 
Another young man shared that some fathers are permissive of sexually active 
young men and give them advice on how to protect themselves. 
 
“Most fathers would …if they know their son fifteen sixteen when they’re having sex. They don’t 
really penalize them for that they would allow dem fuh do dem ting. They won’t tell them no don’t do 
it. But they would probably pull them in and tell them the dangers about it and tell dem use condom 
and be careful. Deh is the most but if they’re having sex, if they’re sexually active I think fathers 
won’t…” - Young Man in School, age 17 
 
Peer pressure as a negative influence on young men  
Young men, parents, adults, and program-affiliated group members often 
mentioned peer pressure as the cause of much of young men’s risk-taking behavior.  
However, a father explained young men should be able to think independently and have a 
mind of their own to avoid succumbing to negative influences from peers.  
“Plus, that is one of the reasons why they going to prison.” [Probe: You were mentioning something 
about prison?] “Yes, cause if you don’t have a proper job, especially young men. They get a proper 
education but they follow wrong company. The company they follow pattern and is not about the 
follow pattern it’s about your mind. I grow in Albouystown, I grow with the good, the bad, and the 
indifferent and I never become none of them.” - Father  
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“Sex, sex and more sex”…. The influence of the internet, music, porn, cell phones and 
social media on young men’s sexual decision making, drive, and related behaviors 
 
When young male and adult participants were asked about the environmental 
factors that impact their sexual decisions, they mentioned friends, adults, females, and 
male peers along with the music, movies, pornography, and social pressure (resulting 
from norms of masculine expression) as the negative influences.  The social media and 
other forms of media (TV, movies, and music), the internet, and cell phones were 
particularly mentioned as the powerful influences on how young men in Georgetown 
navigate their sexual lives.  The fathers said young men are learning about sex from 
parents, television, internet, pornography, friends, and others in the community while 
mothers talked about television, internet, and cell phones as the primary information 
sources.  One father said the young men learn about sex from “everywhere” while 
another cited “this phone thing” meaning cell phones. 
 
[At what age are young men learning about sex?] 
 
"At age 7,9,10… It’s all three for me…see it’s where the information is coming from, where you’re 
learning. Some of them have magazines. Some of them have their father’s blues (porn videos).” - 
Father  
 
One adult shared an opinion as to how music is negatively influencing young men 
in Georgetown and how parents should counteract it. 
 
“So we’re speaking generally, negative influences on young men, well... {sigh} I think it’s a way of 
life, a culture that we have picked up, internationally, regionally. Of course the world is so connected 
now. So whatever happens at one corner of the world, the other corner of the world is the next instant. 
And it has a whole lot to do with a lifestyle that has been depicted, through music, through television, 
the movies. Of course it has to do with parties, the way people would carry themselves, alcohol, 
conversations and like I’ve said… the individuals with the weaker mind tend to latch on to these 
things more than someone who can think for themselves. For instance there are individuals in Guyana, 
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and especially with youngsters, and it used to be with African boys, but now it’s practically general, 
being influenced by music that emanates out of Jamaica. And whatever it is that these guys sing I find 
these young men latch onto it. And whether it be homophobic behaviour or, sexist behaviour towards 
women and these kinds of things. So I think the exposure out there is so much that they really have to 
be coming from a really, really learned home or a home with strong parenting values or family values 
or a community or a church which, give them strong moral values to recognize that these are not 
things that they should be following or doing.” - Indo-Guyanese Mentor, aged 35–49 
 
Conversely, a male high school teacher cited music and the internet as possible 
positive influences on sexual decisions and behaviors of young men.  He did concede 
there may be negative influences on young men as well. 
 
[What are some positive influences on young men’s sexual decision making?] 
“Music. The internet. Relatives and friends glorifying their sexual activity. Some of these same things 
in reverse… There is some music that would teach them how to date… what to look for... the internet 
also because of some of the information out there. You have some relatives, friends. Internet… a lot of 
things are on the internet.” – High School Teacher, aged 35–49 
 
While he views family, friends, music, and the internet as sources of 
encouragement to engage in sex, he also sees them as potential sources of information 
that can protect young men from poor SRH outcomes. 
 
 
Big Men” and “Elders”: Older men as positive or negative influences on young men’s 
sexual decision making 
 
The study cohorts argued that the older men in the family and community 
represent a major influence on the sexual behaviors of young men. Whether the older 
men come from the family or not, young men receive guidance from those who are more 
informed or more experienced in terms of sex. The young men claimed older men as 
confidants, sources of information about sex, and sometimes sexual predators and/or 
partners.   
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A young man claimed older men are a source of encouragement to start sexual 
activity. 
 
[How might sexual debut be different for young men not living at home?] 
 
"To me they (young men not living at home) will get influenced to it (sex) more because they don't 
have their parents to tell them when they are going wrong or so. They might end up liming with big 
men and so and these big men might put them into it."- Young man 15–18 
 
 
[What do people think of sexually active young men?] 
 
“Yeah they say good things like you’re having sex, you turn a big man. Yeah, the younger one would 
look up to you, they would want to have sex, too and… Older people wouldn’t look no way, they 
would be showing equal respect like. Older people would show you respect, that’s good.” - Young 
Man in School, age 17 
 
“…you see that you son growing up with the girl and having sex, you gonna accept he into society 
because you thinking that he would’ve become so and being gay is an abomination to your family.”    
- Young Man in School, age 17 
 
“Some of your big man friends (older male friends) would say... ‘Yeah bai, you busting yah gun early’ 
{laughter} Parents would tell their children, ‘If the bai tell yah good afternoon, don’t answer he...must 
pass he straight’. - Young Man Out-of-School, aged 15–18 
 
 
One young man provided an example of how older man share traditional remedies 
with younger ones. 
 
 [What do young men do remain sexually healthy?] 
"Pertaining to the extension of the (implying penis)…yes, it’s real, some men would hear old people 
say use olive oil, blessed olive oil, put it on the tool and massage it in and it will start to grow over 
time." - Young Man in School, aged 15–18 
 
 
Young men, parents and adults described older men in the community as either 
positive or negative influences on young men’s sexual decision making.  Most 
respondents in every group felt that the older men play a significant role in how young 
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men develop their sexual persona.  While the participants explained that the young men 
may access SRH information through more sexually experienced older men, 
unfortunately, older men and women may also turn out to be sexual predators.   
 
[How are young men making money in Georgetown?] 
 
“There’s big men that would love to take advantage of young boys, the fact that their parents can’t 
afford it for them and these men of wrong mind set approaches them convinces them that this thing 
well it really benefits you, your parents can’t afford to give you certain things and they’d go behind it, 
they would follow it. [Probe: How common is it] It’s really unsure because who don’t know who are 
these young men. [Probe: Is it a rumor?] No, it’s actually true, you would find a few... I will agree that 
they will do it for their personal needs, but only those who have finished school, because once you’re 
in school they will not allow you to work. It’s against the policies of the country for underage, that 
will be child labour. [Probe: Young men prostitute with men?] It can sometimes be with women, the 
thing is some older women they like young men and they might have a lot of money, the young man 
could go behind, cause a man can also approach him, he could have his mind set on not being 
homosexual so the lady she would approach him, he would probably go for it.” - Young Man in 
School, age 15 
 
 
For the most part, the sexual predators were described as those “big men” who 
may attempt to sexually exploit young men from less privileged backgrounds in exchange 
for money, sports gear, and other material goods; a phenomenon also frequently cited to 
describe the vulnerability of young women.  The parents and adult comparison group 
members corroborated this idea.  However, the father’s group described older men as 
community members young men are most comfortable speaking with about SRH issues. 
 
“Going back to the men and women part, for men most times you would find a 15–18 year old male 
having sex, he gone got a man or some other guy motivating him in it. So obviously if he encounters 
some problem in the area he gone talk to some person in that area who been encouraging him or 
backing him I might say, he has to get a role model in that way. Not necessarily his father, it might be 
a friend an uncle, just telling you, because look some men would talk that, that’s something they’re 
supposed to do, they supposed to have multiple partners at certain age, they’re supposed to have sex, 
you’re supposed to have experience before they get married and so on, and so forth, so obviously if 
you run into a sexual problem you would talk to that same person who you been relating to before you 
get ill. The first advise they would give you is to stay away from it, likewise if you talking to a 20/25 
year old person they gone tell you yea boy you got to, but if you talk to somebody that is that old the 
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first thing they would say is “BOY, you get the girl pregnant and then can’t get your education.”         
- Father 
 
“Somebody that experienced, somebody that big, an elderly. I would say peers [Like what age?] 16–
18, depends on if it’s a 15 year old and he now in third form and he liming with a few bigger guys 
than he and he looking up to them, friends them [Peer education?] Yes. 20 year old.” – Father 
 
 
Low Educational Achievement as Vulnerability for SRH… and vice-versa 
The high school dropout rate among young men in Guyana has recently become a 
matter of public discourse.  Therefore, it was not surprising that a few respondents from 
all groups noted vulnerabilities (e.g. under-employment, involvement in violence, crime, 
involvement with the law) arising in some young men’s home lives are often the cause of 
them dropping out of school.  On one hand, young men and program–affiliated 
respondents pointed out that young men of low-literacy may find it more difficult to 
access SRH services as they are currently offered.  The other respondents highlighted the 
fact that many young men are, indeed, leaving school as a result of early fatherhood. 
Overall, the respondents painted a bleak picture of education levels among the young 
men in Georgetown. 
The sub-theme of education traversed several different themes of conversation in 
the focus groups of young men.  Some participants tried to explain such a high school 
dropout rate among the young men in Guyana: 
 
“Peer pressure and discouragement, from some people around them” - Young Man in School, age 17  
 
“The influence of drugs.” - Young Man in School, age 18 
 
“Left school to make money to support mothers in some cases.” - Young Man Out-of-School, aged 
15–18 
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Yet, contrary to the current trend of young men leaving school early, some youth 
actually cited education as the main concern for the young men.  In fact, the third most 
frequently mentioned to concerning the main areas of interest for the young men was 
education which these respondents saw as the key to their other aspirations like 
independence, money, and girls.    
 
[What are the main concerns or interested of young men in Georgetown?] 
“…furthering your studies, that is a long term goal in order to be independent and maybe you wanna 
own your own business and you know be something of society. But the girls… in a sense might be a 
short-term goal and might put you in a blockage in reaching your long term goals.” - Young Man, age 
16 
 
A father mentioned that one of the negative consequences of early sexual 
initiation among young men is them dropping out of school after having impregnated a 
young woman. 
 
“They won’t have proper planning about their future within their sex life like, you know, family 
planning and so on. Yea you won’t have enough to have proper family planning in the relationship. 
And that is how you get a lot of drop outs, some parents might got to find a home for her.” - Father 
 
 
In the discussion group for fathers, the respondents cited education as the key for 
young men to improve themselves by obtaining a better job.  It was clear that most 
fathers wished for young men to continue their education instead of dropping out of 
school at such young ages, especially, since it is illegal for most of them to work at that 
age and their earning potential is weak.  Most mothers named education when describing 
their wishes for young men and hoped they would not drop out of school to engage in 
other self-limiting activities.  One mother made a positive statement about young men 
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who value their education and the efforts of their parents while explaining how other 
young men sometimes bully them.  
 
“…some of them, even though they don't have the guidance, they made up in their mind “My father or 
my mother is single, and they are struggling to bring us up so I have to make them proud”, so what 
they do...they go to school, to take their lessons, they have less friends, they have their study 
time...they try to come the way they ought to go.” - Mother 
 
 
Overall, the participants described a reciprocal relationship between SRH of 
young men and low educational achievement; one in which poor reproductive health 
choices lead to lower educational achievement, and poor educational achievement 
impedes access to SRH information and services, and consequently poor SRH. 
 
The Influence of Religion on Young Men’s Sexual Decision Making in Georgetown 
The perspectives were mixed regarding the effects of religion on the sexual 
decision-making of young men. Some respondents argued that the religion represents a 
positive influence that can help inoculate male youth with moral values and protective 
behaviors that are respectful of the well-being of themselves and others. On the other 
hand, a male SRH Youth Program Coordinator argued that the religion may be keeping 
some male youth from accessing SRH services they need.   
 
[What should the main focus of the proposed program be?] 
 
“For example), a young (religious) boy wanted to know about masturbation, masturbating, and seeing 
pre-come. And he wants to know what that is about, but he can’t, even in his church where it is a male 
dominated institution but it is also highly conservative. How does he engage that conversation even in 
the church setting?  …when I say church, in this case it is his religious setting, right.” - SRH Program 
Youth Coordinator, aged 25–34 
 
  
197 
[What stops YM from accessing services?] 
 
“I would think any other religion [in addition to Christianity] they would teach you that if you are 
sexually active then you should date first of all, but then again if you are, you should remain faithful.  
You know, some young men or most young men would actually listen to religion.” – Young Man, 
aged 15–18 
 
One Afro-Guyanese youth mentor also proposed that the faith communities be 
targeted by the proposed program to provide evidence–based guidance to young men 
regarding their sexual health. 
A few young male participants cited their religious or moral values as protective 
factors against high risk sexual behaviors.  They claimed that young men, who have 
proper guidance and communication with their religious leaders and parents, are less 
likely to be vulnerable to behaviors that may expose them to STI.  They commented that 
such young men would be more inclined to follow morally acceptable behaviors than 
those whose parents do not provide such advice. 
 “…if you don’t have certain morals and values from the home, you would be off track and certain 
things that don’t really mean a lot to you in the future would suddenly become short.” - Young Man, 
aged 15–18 
 
“…Some have bad parents and the parents influence them with it. Tell them about it and it’s nice to do 
and so on. They go in school and are doing things with the girls and talk to them and want to have sex 
with them.” -  Young Man Out-of-School, age 18 
 
Religion was referenced only two times by the focus group of fathers, once as a 
place where young men go to get SRH information, and later in reference to a barrier that 
young men face in accessing SRH services.  
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[What keeps young men from accessing information and services to help remain sexual healthy?] 
 
“Advice, from some elderly person besides their parents, like if you go at the church too, just at the 
church and the pastor counselling you, you know, in a diplomatic way, x, y, z things happening come 
to God don’t do certain things.” – Father 
 
 
Other respondents spoke about religion in a positive context. 
 
 
 
[What are some positive influences on young men’s sexual decision making?] 
 
"Some pastors at the church" - Young Man, aged 15–18 
 
"Well depends on your religion. [Religion... Talk about that] because like your parents is Christians 
and from what you learn in church you would be afraid to go to the same Christians, so you know… 
You would be afraid to go out and because Christians not supposed to have sex till marriage, so as a 
Christian you would be afraid to go out there to ask. " -Young Man in School, aged 15–18 
 
"..Yeah, with Christians you know, they, you know, I would think any other religion they would teach 
you that if you are sexually active then you should date first of all, but then again if you are you 
should remain faithful." - Young Man, aged 15–18 
 
 
“…but I think the moral up bringing is very important cause you can be in sports right, you can be in 
academics but you can still really get involved sexually… Religion yes it helps, I mean but if its 
religion alone with no sports and academics then it doesn’t work, if its religion alone with bad 
parenting it doesn’t work, you know it leaves room, so it has to be a collective am because I mean I’m 
sure you are familiar with the saying am its takes a village to raise a child right it’s not just a home so 
I think it has to be a collective effort from the church from parenting from role models from mentors 
preoccupied,- Indo-Guyanese Mentor, aged 35–49 
 
The fathers expressed the need to meet the intellectual and moral needs of young 
men like their sons, while the mothers mentioned religion as one of the recreational 
activities that should be available to young men in Georgetown.  They also suggested 
bringing programming into churches to reach young men.  A teacher proposed that faith 
communities be targeted by the proposed program to provide guidance to young men 
regarding their sexual health. 
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[What should the main focus of the program be?] 
 
[Probe: Are you saying people in religious organizations, social groups should be targeted?]  
 
“Definitely because they may come to teach them abstinence, abstinence abstinence...and the reality is 
that we not really doing abstinence...so what…the (young men) ain't gonna hear it. You know what I 
mean...they might say what the hell is all these things. They not really dealing with the issue. So they 
need to the realities of all these issues also. -Afro-Guyanese Male, High School Teacher, aged 35–49  
 
 
Addressing the Underlying Issues: Vocational Training Sexuality, Mental Health, Life 
Skills Education, and Support 
 
Several parents and other adults expressed their concerns and commented on 
issues they felt were adversely affecting young men when asked about young men’s main 
concerns and interests.  One mother shared her frustration as to how young men are 
stagnated due to lack of constructive outlets that may prepare them for work as is the case 
in some other countries.  She, along with young men and older respondents, also 
mentioned that there are parents whose limited resources prevent them from providing 
their sons with access to positive youth development activities in addition to the 
academic tutoring.  As mentioned earlier, both father and mother groups felt that many 
young men in Georgetown do not have access to proper parental guidance. 
The young men, parents, adults, and program-affiliated group members cited a 
number of psycho-social issues faced by the male youth in Georgetown such as suicidal 
and homicidal tendencies, relationship issues, substance abuse, and other forms of 
violence and anger management-related problems.  These participants added that the 
source of anger and frustration among the young men stem from relationship problems at 
home, in school, at work, and those related to intimate partner relationships.  In addition, 
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young men, mothers, and adult participants argued that these problems may be addressed 
with the help of life skills, emotional intelligence, and psychological and social support. 
One of the main desires for the members of the father’s group was to see young 
men getting “proper jobs” to support themselves and fulfil their responsibilities as they 
grow older.  The fathers expressed the importance of meeting numerous development 
needs such as intellectual and moral needs of young men like their sons. 
Interestingly, a young MSM respondent pointed out that emotional and 
interpersonal problems are common among the young men regardless of their sexual 
orientation. 
“…Guys that are straight they have mental issues as well. For example if they (young men) are 
gambling out together and someone miscalculates the score or the games draws or something, the 
ignorance that they have inside would just explode for no reason and then they would go and fight 
with wood and it is just a who different scenario.  Not only with those who are gay but those who are 
straight also. In terms of gambling they do what straight guys do like go drink and whatever.” - 
YMSM, age 17 
 
When it comes to sexuality education in schools, a young man explained that 
although the subject is addressed in schools they do not talk about the aspects of sex that 
young men are interested in learning more about- namely how to do it safely if one 
chooses. 
“I think there should be better education on it. On what to do it and how to keep yourself sexually 
healthy through schools. [Probe: But you learn about sex in schools as you said earlier?] Yes. To an 
extent, the specifics in how much information they give to you. Basically, they just talk about having 
sex [Probe: How can it be improved] More information should be given on how to be healthy. But the 
thing is they don’t talk about sex itself, they talk about what happens and stuff like that. [Probe: So it 
would be better if the talked about what?] Sex [Probe: What happens with sex?] Yes, and how we 
could do it properly and not harm yourself, if you choose.” - Young Man in School, aged 15–18 
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The mothers pled and advocated for support to address some of the gaps in the 
support services for young men such as general psycho-social and addiction counselling, 
vocational and academic skills training, mentorship, entrepreneurship training, vocational 
or job skills training, and sports and recreation opportunities and facilities.  They were 
also extremely concerned about how young men are handling the emotional and 
interpersonal challenges they face in intimate partner relationships, citing jealousy, 
insecurity, lack of identity, anger, poor communication skills, and intimate partner 
violence that may lead to suicides in some case.  Notably, every mother agreed that most 
young men in Georgetown, who commit suicide, do so as a result of failed relationship 
while one father contended that some young men commit suicide because their parents do 
not accept their partners.  One woman commented that there should be intervention and 
counselling services to deal with suicide.  Another mother recounted a recent incident in 
which a young man stabbed his girlfriend because he saw her with another male, 
indicating that the relationships challenges do not only influence men to harm themselves 
but also other people.    
 
Insufficient opportunities for young men to identify their “TAGS- Talents, Abilities, Gifts 
and Skills” - Afro-Guyanese Mentor, aged 25–34 
 
The first comment in a discussion involving the focus group of mothers was made 
by one of the more expressive and opinionated group members who described the 
developmental issues faced by the young men in Georgetown, 
 
“I am thinking that they are preoccupied...they are more so unprepared for their era, you know? “I am 
thinking that they are preoccupied...they are more so unprepared for their era, you know? ….the 
young men are stagnated. They are not given opportunities; most of them lime [hang out] even the 
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ones that are preparing for CXC [standardized tests]. That’s what they are interested in (liming). 
That’s all they’ve been exposed to. We don't have recreational facilities for them, even for the ones 
who are interested in doing something else other than liming. They really don't have an outlet...I don’t 
wanna say they are imprisoned but for me, it’s a stifling time for young men…Economically, you 
need to have finances to get the child occupied...have him occupied gainfully at that age. So the child 
being idle without guidance, they do whatever comes natural and at that age with all the hormones 
raving and so, with the lack of guidance, they explore with all sorts of things” 
 
“for me, in as much as it’s marijuana, what I admire about them (the young men) is their 
entrepreneurial skill. Where I work, we push entrepreneurship so for me, I am thinking that they have 
this skill, this entrepreneurial skill. They just need to divert it into something that is legal. But for me, 
I am thinking we need more activities for them to be involved in. Like I said, I just came back from 
training and I saw a young man, he minds bees for a living, but not for the honey. He’s working with 
somebody, it’s his part time job and they take these bees from one part of the country to farms and 
they plant these bees in the farms to get more, to do the flowering (pollination) for the farm so they 
can have 100% production. I was blown away, you know... I’m thinking, in Guyana, we need some 
more of those kinds of things, not just, you know, the lil’ marijuana or whatever, I think we lack 
innovation. The innovation, we lack it for that age group.” 
 
A couple of respondents shared their insights as to why some young men pursue 
what they consider to be a self-destructive path.  These participants argued that the young 
men take risks in the absence of an environment that allows them to live up to their full 
potential by helping them discover their talents, abilities, gifts, and skills (TAGS).  These 
respondents felt that the community is letting down young men by not respecting and 
protecting their right to productive and safe childhood years. 
“So because I don't have a sense of value or a sense of worth, even my friends I choose to be around 
will not necessarily contribute to my growth and development but be contaminant. So if I am not 
aware of where I am going; my purpose in life, my value...if my self-esteem is damaged, my 
surrounding....I would actually create a life and a reality that conforms that reality. {Laughter} You 
find that, you know...they begin to abuse themselves. [How?] And not by using substances, but just by 
not taking the necessary time to discover their 'TAGS'- Talents, abilities, gifts and strengths. You find 
that they are incapable of maximizing their potential. So they become a candidate to enrich the grave. 
They don’t purpose realize or potential realize” - Afro-Guyanese Mentor, aged 35–49 
“Well with regards to education, it has a whole lot to do with institutions they are in. It has to do a 
whole lot to do with the community where they’re from, how conducive it is to learning. But everyone 
wants to you know, excel academically so I think they try their utmost best and I think when they 
don’t do too well academically then you would find that energy goes, the energy that they probably 
they would have used to excel in academics probably get transferred into sports or into relationships 
with the female parts and of course, that’s how it goes. If they don’t do well in sports then it’s all 
about the girls, if it’s not about sports or schooling then you start looking to earn at that young age, so 
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then it’s about earning, it’s about money and girls.” – Indo-Guyanese Mentor, aged 25–34 
 
Adult’s Hesitancy to Judge Young Men for their Risky Behaviors 
A few parents and adult respondents avoided criticizing young men for their 
undesirable behavioral choices like engaging in harmful and “self-limiting” behaviors 
even if these adults did not approve of those choices.  In fact, one male high school 
teacher and confidant of young men in Georgetown routinely refused throughout his 
interview to render his opinion on the behaviors of the young men that could pose threats 
to their health and well-being.  Some adults gave young men the benefit of the doubt and 
suspended negative judgment by acknowledging the fact that many of them are not 
receiving the requisite knowledge and support needed to make better decisions. 
“I have a difficulty in putting myself in a place to judge it because I know people have to do what they 
have to do to survive… I ain't judging it. I have a problem judging it.” - High School Teacher, aged 
35–49 
“I don’t blame them for their approach, in terms of education they are not properly informed. During 
psycho-social development, adolescence is a critical stage in development and if they don’t form an 
identity they emerge with identity confusion. They are not consciously informed, denial, 
rationalization is working for them to deal with their identities.” - Hindu Pandit, aged 35–49 
	
 
Themes 3 & 4: The “Empty Room”: Young Men without Male Role Models & Early 
Fatherhood- 
 
[How do you think that young men in Georgetown would benefit from a program implemented by 
men to help them with SRH related issues?]  
 
“What transpires now is that children are not even engaged to help them review the direction they’re 
going in and the reason for that is children, especially girls, are becoming very young mothers and 
they become single mothers very early and they have to raise boys and those women raise boys and 
sometimes put them in an empty room because there is nothing that is male dominant in their 
socialization process so there is always that absence of things that are male or of the male perspective 
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for young men to kinda grab unto. So, he moves around in an empty room and then he gets to risky 
behavior as he tries to gain his own and that is predominantly much the kind of learning tree for 
males.” - Male Community –based Social Worker, aged 50+ 
 
[What should be the main focus of the proposed program?] 
“The counseling sessions… If you have adult males that went through some of the things that young 
people went through, they would be able to be a physical example to the younger ones. They could be 
able to talk to them man-to-man, and in some cases that works. Because this person (the male 
counselor) went through it, has the experiences, talks with them, the young men look up to them. So 
this person is like a mentor towards them. Lots of males now are growing up in single parent homes 
whereby daddy is not there. So once daddy is not there, they don't have this full role model to know 
well how to relate to this, how to relate to that. They just do because their friends do and the friends 
share it so they want to experience just what your friend said. You don’t have no knowledge of it but 
you just go and do it (sex). I’ve noticed a lot of young people listen to a lot of YouTube stuff, the 
school work and all is on YouTube so I am thinking YouTube... with the man talking... perhaps do 
text messages. Some text messages per day... it might not be able to catch every young person but 
young people will be caught in the midst.” - Mother, aged 35–49 
 
The theme of fatherhood presented itself in two distinct ways during these 
conversations.  Participants talked about the fact that many young men living with the 
pervasive “father absenteeism” in Georgetown are navigating their sexual lives in the 
absence of a male role model.   These young men are being raised in single parent homes 
that are often headed by females who do not necessarily understand male sexual and 
general development, particularly from the male perspective, according to adult 
respondents.   In addition, from the perspective of nearly all stakeholders, the 
phenomenon of early fatherhood has entrenched itself as a norm in the Georgetown 
community in a way that many respondents found concerning, particularly parents and 
other adults.  The respondents seemed to agree that both scenarios i.e. fatherlessness and 
early fatherhood, pose a threat to the healthy development of young men and SRH. 
 
  
205 
Young Men without Male Role Models 
More than half of the adults, parents, and program-affiliated respondents as well 
as a few youth and policy-affiliated respondents talked about the disadvantage faced by 
many young men due to pervasive “father absenteeism” in Georgetown.  They argued 
that this disadvantage forces the young men to navigate their lives, including their sex 
lives, without the help of a good male role model.  The participants explained why father 
absenteeism is so pervasive in Guyana.  They also described how fatherlessness renders 
young men more vulnerable to STI and other poor SRH outcomes due to a lack of adult 
male supervision and guidance as well as insufficient parental oversight that, in turn, 
leaves them more susceptible to high risk activities (e.g. early sexual debut). 
The vast majority of the respondents perceived fatherlessness as a barrier to SRH 
of young men.  One participant attempted to explain why Georgetown faces such 
widespread father absenteeism.  According to this community-based social worker, the 
apparently widespread father absentee-ism is due to abandonment and/or high rates of 
migration for work.   
“We have to now think about women who are raising boys because tonight across the spectrum of our 
society, close to 45% of children are gonna go to bed without a father in the home for various reasons. 
He might have left already, he might be in the interior. As I said, because of the underachievement in 
academics men are taking jobs that are… going into the interior, mining… They might be hustling, 
doing things that they can’t really come out and do in the open, selling weed or something you know 
that kinda stuff. So they are absent for a variety of reasons and sometimes they are present and absent 
still because they don’t engage and that kinda stuff but it still creates a model for the young male to 
see. Lots of times… the young males are learning most of their stuff just from watching and catching 
snippets of the lingo and the narratives from males.” - Afro-Guyanese Male, Community-based Social 
Worker, age 50+ 
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The father absenteeism is understood by the respondents, particularly, parents and 
adults as leaving young men without adequate guidance and supervision.  One father 
commented on the added benefit of having the supervision of two parents as opposed to 
one to protect young men from early sexual debut.  He explained why he thinks that all 
types of young men in Georgetown are susceptible to early sexual debut in an 
environment that is conducive to it; a single parent home. 
 
[At what age do young men in Georgetown start having sex?] 
	
“…even if you got it (sex) in your mind, certain environments you won’t get the chance to do that 
easily. Let we say a grounded home; both parents are there, if the father is not there the mother is there. 
Somebody always there supervising. Likewise in a single parent home, the mother gone working night, 
God knows what the child doing in that time, ‘Me mother working I ain’t know when my mother 
working night nobody can’t tell me what I been doing cause she coming home until next morning.’ 
Likewise in a both parent house even if the mother is not there the father is not there somebody will 
always be there… If the child is not at home or they just gone out with a friend, they know where they 
are most times, so it would be different based on the environment. Both parents you will give them 15, 
cause then is when they’ll get lessons, opportunities to get away you know, they’ll have escape times.  
But for an environment such as single parent especially, as early as 12/13.” - Father 
 
The members of the focus group of fathers viewed fatherlessness as one of the 
challenges faced by young men in Georgetown.  While no father directly mentioned it as 
a problem for young men, they did speak about it from their personal experiences. 
Although most fathers contended that young men growing up without male role models 
are more inclined to experience an earlier sexual debut than their peers, their own 
experiences show that fatherlessness does not necessarily translate into early sexual debut 
for young men. 
	
[At what age do young men in Georgetown start having sex?] 
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“You see it’s all about how he thinking about it, cause I didn’t had me father, my father didn’t deh me, 
mother gone and work. They had sisters, brother and we didn’t really thinking about that (sex). We 
start late. Some start about round 15, 17, and 18. So it’s how much that you think about it.” - Father 
 
Many members of the focus group of mothers believed that most young men in 
Georgetown are growing up with “missing” fathers which increases their STI risk and/or 
vulnerabilities. One mother was extremely disappointed with the community at large due 
to its failure to adequately safeguard the wellbeing of young men.  She explained that 
many young men experience a social disadvantage in the absence of men as role models 
and it makes them more vulnerable. 
“…Most of them are grown up in single parents’ homes and the dad is missing from the homes, who 
is supposed to be the one to lead them, to talk to them...to have like a role model…that is one thing 
missing from our young men.” – Mother 
 
 
Another mother attributed the decisions of young men to engage in sex early to a 
need for emotional support, perhaps created by single mothers who are working most of 
the time.  Meanwhile, a fellow mother linked the increased vulnerability of young men to 
child abuse to a lack of supervision in single parent homes. 
“...some of them feel from their sexual activity...they feel a sense of belonging. I’ve heard some of 
them say, growing up especially in Georgetown where people work from dawn to dawn basically, 
especially if you’re from a single parents home, you feel a sense of...you’re lost. At that age, mommy 
doesn’t pet you anymore, she doesn’t hug you, right now mommy is just tired all the time so you’re 
just left isolated and some of them may not be the gang type, they might not get into gang so this 
sense of not feeling in a group is there. So they become sexually active and it gives them this sense of 
belonging.” - Mother of Young Man aged 15–18 
 
“Here what happens, you have single parent mothers and you might leave your son with somebody 
else and that person interferes with that child. What happens now is when that child grows, remember 
he is being troubled all the time, sometimes age 9, age 10, they start going after another man.”           
- Mother of Young Man aged 15–18 
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One gentleman was of the opinion that there is a void left in the sex knowledge of 
a young man in the absence of a father figure or male role model.  
 
“Them young boys at that age would be left to fend for themselves as well, you have a young son, a 
harsh household, but you have two younger ones, younger daughters, that older one will have to pull 
their own weight early. Cause usually 15–18 is when your father would be talking to you about sex 
and life and, but if you don’t have that figure around how does it happen?” - Broadcaster, aged 35–49 
 
A few other participants also argued that fatherlessness increases the vulnerability 
of young men to STI through low educational achievement as many young men end up 
leaving school to financially support their families. 
[Question: How are young men like you in making money in Georgetown?] 
{Laughs} “… mostly young men would do those [illegal] things because they see their mother 
struggling in society, they say my mom is working real hard so I can’t be doing this[school] here so I 
got to find a job and provide for this family, to provide for the family because they don’t have a 
mother figure or a father.” – In- School Young Man, Male age 15 
 
The respondents also commented that father absenteeism deprives young men of 
valuable advice from more experienced men and makes them less prepared to forge and 
maintain healthy intimate relationships.   
[What are some of the challenges that young men are facing in their intimate partner relationships?] 
 “Relationship?... I think… because of how a lot of these youths are socialized, there is the absence of 
one parent, mostly the father. And in cases where the father is present the father had his parent absent. 
He doesn't know how to relate to the child in that area. So the socialization process is kind of broken 
down so the child's teaching as to how to relate… the behavioral pattern, in terms of dealing with the 
person. Because it can come over in different forms - don't know how to talk, act, respond in an 
intimate relationship is very challenged…” - Male High School Teacher, aged 35–49 
 
A youth SRH program coordinator emphasized the dire need for man-to-man 
communication on SRH issues due to the socio-cultural trend of father absenteeism. 
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“Well from my experience in the field I think that it is vital…man-to-man communication about sex, 
sexuality, manhood and those things. Those things are absent because from a sociological stand point 
Guyana, as in many Caribbean countries, has fatherless homes, and young men are not engaged in 
these topics with men, they are engaged by these topics by peers who themselves don’t have 
information or have mis-information and when they are not engaged by their peeps they are engaged 
by their mothers who don’t know the answers, and who sometimes are disinterested in having those 
conversations with their male children. - Male Youth Coordinator, GRPA, aged 25–34 
 
A mentor even commented on the need for capacity building support for fathers 
who are living with their sons yet still do not quite know how to discuss sex with them.  
He shared the opinion that leaving young men living with such fathers are in the same 
predicament; without a support system at home to help them realize their SRHR. The 
perceived impact of adult male role model behavior on the management of SRH by 
young men was further elaborated by this participant, 
"… one of the things that comes to mind first of all is the culture that I mentioned first.   They (young 
men) haven’t seen their fathers going to clinic with them.  They haven’t seen their fathers taking a role 
in giving the medicine.  They didn’t see their fathers reading to them about sexual health or helping 
men with their assignments, so whenever their father spoke to them it was a joke...” -Mixed Guyanese 
Female, Program Director, aged 35–49 
 
 
 
The “Empty Room”: Early Fatherhood – 
 
[What are some of the negative consequences of young men starting to have sex?] 
“They won’t have proper planning about their future within their sex life like, you know, family 
planning and so on. Yea you won’t have enough to have proper family planning in the relationship. 
And that is how you get a lot of drop outs, some parents might got to find a home for she.” - Father 
 
All program-affiliated respondents, the majority of adults and parents, half of out-
of-school young men, and a few in-school young men commented on the issue of early 
fatherhood and/or teenage pregnancy.  The interview narratives revealed a widespread 
perception among the participants that the young men without a good male role model or 
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a father figure to ensure he receives adequate guidance and supervision, are more 
vulnerable to STI and early fatherhood.  The adults expressed concerns about the trend of 
fatherhood among 15- to 18-year-old young men that has become a perceived norm in 
Georgetown well.   
“….you’d be surprised how many of these boys think they are ready to be fathers” - Broadcaster, aged 35–
49 
The respondents generally felt that unplanned pregnancy serves as a roadblock to 
the future prospects of young men.  At the same time, some youth, parents, and other 
adults admitted that becoming early fathers may influence the young men to become 
more responsible due to their financial obligation to support the mother and child.  For 
example, when a focus group of 6 out-of-school young men were asked whether they see 
becoming a father as a positive outcome of active sexual lifestyle among young men aged 
15–18, half of them responded “yes”.  According to one of the young respondents, early 
fatherhood is not always viewed negatively by young men and other community 
members.  For him to figure out how to be responsible and support his partner may be his 
passage into adulthood, something sought after by many young men aged 15–18 in 
Georgetown. 
 
“Some boys 15–18 years have sex with a girl and they get a child and from an early age, he learns 
how to be a father." – Young Man Out-of-School aged 15–18 
 
 
The opinion of a young man, that viewed becoming an early father as a positive 
effect on the development of young men, was also reiterated by several adults. 
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Conversely, a mentor expressed his concern about perceived dependence on “handouts” 
that influences some young men to have unprotected sex.  He added that some young 
men use early fatherhood as a strategy to qualify for the government assistance. 
 
“But at this age, they are pretty much still in school so they're not even contemplating work… Some 
come out [of school] at 16, 17... so they are now getting into the world of work, and for some of them 
it really depends on their parents' plans or economic provisions whereby they can go to university, 
they can go to technical schools, so you are not necessarily working. You are still depending on your 
parents or you are still depending on remittance from overseas. So you have that dynamic whereby 
there is a mental retardation or a mental laziness where you expect handouts. There are some who I 
was told got pregnant just to get a grant for the child.” - Afro-Guyanese Mentor, age 24–35 
 
He viewed early fatherhood as a perpetuation of the cycle of poverty.  Another 
adult voiced concern about how some parents throw young men and women out of the 
home upon finding about a teen pregnancy.  He argued this in two homeless young 
parents.  He talked about the mental stress that ensues and shared his reflection on the 
mental instability young men may experience, brought on by the stress of not only 
supporting oneself but also his partner and the child without adequate financial means. 
[What are some of the challenges that young men are facing in their intimate partner relationships?] 
“(For example)... A young lady might want to give the responsibility (of the new born) to her parents 
and they (parents) will talk them into getting this child then at the end of the day she might have to be 
put out from her home and he might have to take her as a responsibility as you know. Then when he 
gone to his home, he might find himself on the road so we got two homeless parents because parents 
don't take lightly to their underage child getting pregnant, especially fathers, they would put them out. 
I know of two young ladies who father put them out. Well mentally, mentally they (young men), to me 
they don't be sound when they get into these kind of activities at a young age. Yeah they’re not, 
they’re not too... let's say when they have responsibilities and they got to provide for their young one 
and they can't provide it, they get all hysterical and they get all worked up.  They can easily get 
themselves in trouble and get violent and so on when things not adding up. They put it down as their 
wives stressing them out.  They become very rebellious, if they can't provide.  They rebellious and 
they keep themselves away from people who can advise until they get disrespectful to their parents. 
Well, no, I mean like aggressive behavior. Yea, anything you can say to them it can be good or bad, 
without even probably listening they can start to retaliate…Some of them become a bit mentally 
unstable.” - Vocational Teacher, age 50+ 
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The same respondent gave these two examples of the adverse impact of early fatherhood 
on some young men,   
“…I know of two boys, one was a young officer at the Ministry of Education and one was a young 
student I was schooling and when they got their girls pregnant… One girl, her mother, took her and 
the child and tell her she is not to live with the boy. The ministry had to let him go, he just get mad 
(mentally unstable) just like that. Yeah, he went mad. The other one, he not fully mad but he walks 
around with paper writing all over. I don't know how good he was or how disorganized up here… 
mentally disoriented. They would talk to you like good afternoon you know, if they know you but if 
you see them by themselves, you going to see their talking to themselves and going on with crazy stuff. 
But when I see he, I say, how you doing? They good to go that second but other than that, I don't 
know, I just... The one that used to be working with us, he was an alright youngster, everybody want 
to know, the man is come to work with his tie and so, all of a sudden the man gone crazy and not 
dressing properly, his skin nasty...” - Vocational School Teacher, age 50+ 
 
A coach spoke of the young talent that is not exploited due to some young men becoming 
early fathers. 
[What are some of the main health issues young men are concerned with or thinking about in 
Georgetown now? (It doesn’t have to be STI)] 
 
“I don't think they take the HIV so serious because most of these guys throw away the condoms, they 
think about getting a child. That’s one of the issues we have. You find a lot of young men have a 
family. You find a 16-year-old young man impregnate a young girl, 15 year old young man got some 
girl getting a baby fro he. That is one of the issues I faced within my sporting arena. As soon as these 
guys meet 17/18, they have a child, some girl produce a child for them and you find that tales away 
their focus from the sport because they have to go and fend now to take care of their family. That’s a 
big problem we encounter countrywide. Yes (all types of young men, all ethnicities) From the time 
they meet 15–18, you check, they have 3 children, 4 children. I don’t wanna say the Amerindians 
much but I had experiences with the Indians, the Negroes...different ethnicities, different 
economic/social backgrounds too. I find that the social backgrounds in Guyana, especially, the 
persons that are involved in my sports, is actually like the same...it’s below the poverty level. It might 
not be object poverty but it’s below and you find that most of the persons (young man) is not nobody 
that would’ve born with a gold spoon in their mouth, born and reached bread on the table... They have 
to go and get something, see what is there. They would go and get persons like some business men to 
assist them because some persons would see the potential in them... they might not see it for now but 
they look at it long term and say “Yes, this man got potential and we could get something” Yes (Their 
potential is being stunted because they are becoming fathers early?) Yes.” – Coach of Young Men 
aged 15–18, age 50+ 
 
 
 
  
213 
Theme 5:   Sex in a Violent Society -  
[Is the age at which young men learn about sex the same for all types of guys, aged 15–18?  (in terms 
of age, ethnicity, economic background, etc.) If not, why? 
 
“… Maybe, some parents in some positions may try and shelter them a bit more. But in many 
instances the very things that we allow them to indulge in are some of the things we should be 
sheltering them from, the cartoons are highly sexual, it’s a fact and violent, so… what are we doing? 
The average 6-year-old can use the computer properly, so what are we hiding?” – Broadcaster and 
Father of a 14-year-old son, aged 35–49 
 
  
 Violence, including sexual violence, appears to be an integral part of the journey 
of manhood for many young men in Georgetown.  Several respondents including the 
young men, parents, other adults, and program and policy-level representatives spoke 
about domestic and gang violence, bullying, drug trade, sexual coercion/forced sex and 
rape, intimate partner violence (IPV) and sexual exploitation, and homophobia as 
negative influences as well as threats to the sense of personal safety for young men.  The 
young men and, especially, parents and other adults believe that the male youth is 
constantly bombarded with violent imagery and messaging in Georgetown.  The 
participant narratives demonstrate that violence in these forms is viewed by local 
community members as having both direct and indirect influence on sexual risk-taking by 
young men as well as their vulnerability to STI and other poor SRH outcomes.  
 
Domestic and gang violence, and bullying 
 The young men, their parents, and other adults claimed that safety is a concern for 
many young men in Georgetown, particularly, those living in depressed or impoverished 
neighborhoods.  However, young men from various socio-economic backgrounds seem to 
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face the issues of violence and violated personal space.  
[Do young men, aged 15–18 feel safe in Georgetown?] 
 
“Some feel safe and some don’t feel safe. [Probe: Who doesn’t feel safe?] Those who’re living in bad 
areas. [Probe: Who feels safe?] Those living with their mother and family and so.” – Out-of-School 
Young Man, aged 15–18 
 
No. [Is this a case across all different ethnicities of young men 15 – 18?] “It might be a stereotyped 
kind of something, I mean I might not be living in ghetto but maybe because of race or maybe yuh 
know just being around a certain kind of people or persons or whatever I might not be like dem but I 
would be fixed in that category because of their background and I might yuh know, that’s another 
factor why youths might not feel safe.” - Young Man in School, age 17 
 
  Study participants viewed violence as an integral factor in the coming-of-age 
experience of young men.  The influence of violence emanates from a variety of sources 
and affects the lives of young men in several ways.  Domestic violence (DV) in particular 
was discussed by young men, mothers, and policy-affiliated respondents.  For example, 
an out-of-school youth drew a link between the exposure of young men to domestic 
violence and the young men dropping out of school. 
[What are some of the main concerns or interests of young men, aged 15–18 in Georgetown?] 
“Trying to get a proper education, youth from 15 are dropping out of school... domestic violence is an 
issue.” - Young Man Out-of-School, aged 15–18 
 
In a similar comment, an older gentleman and father of a 14-year-old young man 
remarked that young men’s grades sometimes suffer due to “difficulties at home” which 
could lead to them dropping out of school. 
 Mothers offered their perspectives on how domestic violence impacts the manner 
in which young men navigate their intimate partner relationships.  Some respondents use 
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the term domestic violence in a manner that would suggest violence within intimate 
partner relationships. Therefore, a statement by one of the mothers could be interpreted as 
referring to either IPV or DV in cases in which young men are cohabitating with their 
partners. 
[What are some of the challenges that young men are facing in their intimate partner relationships?] 
 
“Because they (young men) are not able to support their partner, you find that they have a competition 
because if the young lady finds that he can’t support her, somebody is coming along the line that can 
support her. So now she would be leaning over there. That comes now when the other individual (the 
young man) sees her there with that guy (the financially stable person), he’s gonna start getting 
suspicious, start getting angry, things get out of hand. They are not able to control their emotions.” - 
Mother  
 
Another mother added, 
“And that’s where domestic violence comes in. [Probe: Abuse in relationships among teenagers can 
start as a result of them not having enough money?] Yes. I’m thinking communication. They suffer 
from communication (poor communication) and a complex lack of identity and...maybe what they are 
saying adds to some of them committing suicide. [Probe: Most young men who are committing 
suicide are doing so as a result of failed relationships?].  Yes.” – Mother 
 
Policy-level respondents also provided quite a bit of context related to DV in 
Georgetown.  Their narratives convey the extent to which DV is perceived as a social 
challenge in the public domain and how it is viewed by various constituencies, some of 
the past public health responses to the issue, and the challenges that remain in terms of 
national response.  One respondent from the Ministry of Labor, Human and Social 
Security (MLHSS) commented on the public discourse regarding domestic violence.  He 
described the perspectives of some men about DV situation in Guyana, the perspectives 
he learned about through public discussions on the subject. 
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[What are the main issues related to male involvement or engagement that are being talking about in 
Guyana?] 
“We have the whole issues of... domestic violence and gender based violence on the front burner at 
the moment and the men are the main perpetrators of physical violence. There is a cry out from the 
men sometimes seeking to justify or to be heard as it related to why that is so.  So they are rising in 
defence of it to say that you know... the reason why they are the main perpetrators of physical violence 
is… They’re (the men) saying only one side of the story is being told and the other hidden side where 
men believe they may very well be the main victims of verbal, emotional, psychological abuse but just 
that it cannot be really measured as the physical abuse could be measured. It’s easy to measure 
physical abuse because there is statistics when men abuse women physically but men are saying that 
they are being abused verbally, emotionally and psychologically but just that there is no way to 
measure it. There is this big huge cry that all the emphasis is being placed on women... They believe 
the society is not hearing what they (the men) are saying. They (the men) are saying that there are 
triggers to it (physical abuse against women). They would admit yes, that they are the main 
perpetrators of physical violence but they are saying the root of it and the triggers of it is sometimes 
the abuse that they suffer. So sometimes in our outreaches we have to be quick to emphasize that we 
heard them. We understand what they are saying but it does not under any circumstances justify them 
(the men) being physically abusive. But nevertheless, they (the men) still want to be heard; they still 
want their story to be told. [Probe: Do you offer them options?] Yes, options and alternatives to 
violence, yes.  I don’t think I mentioned earlier about anger management and conflict resolution. 
[Probe: How do you get that across?] They (anger management and conflict resolution programs) are 
very interactive. We try to keep it with the men very interactive. We emphasize that no amount of 
verbal, emotion, psychological abuse by their (the men’s) partners justifies them being physically 
abusive to them and that’s where we offer alternatives and solutions to violence.” - MLHSS 
Representative, aged 35–49 
 
A United Nation Population Fund Representative shared her perspectives on what must 
be done to effectively address the pervasive issue of GBV/DV in Georgetown, based 
upon her many years of experience working at the program and policy levels to effect 
change in this area. 
 
[Are there key groups that you think should be involved in the dialogue and debate about male 
involvement issues, but are not involved (or have not been heard sufficiently)? What do you think are 
the barriers to their participation?] 
 
“I think the debate should be an on-going issue. But we haven't had the chance to bring people 
together. I think the faith based men need to have a discussion because in many cases they use the 
Bible to influence their thoughts and their actions… The men in the sporting community-cricketers, 
footballers, boxers… I think there are discussions that need to be had… because you still see men 
killing women and all of that eh. And I think we need to have some psychological interventions 
because I think that maybe some of the men who are involved in that ...they can't control their anger. 
They have no one to talk to... so the first thing they resort to is to whip out maybe a knife or gun or 
whatever and murder kill or whatever. So you have to ensure that at the community level there is some 
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intervention program to resolve these issues… The barriers in particular for the faith based community 
is that they may not subscribe to some of the content of the program. However, what I think is good, 
what we should do, and I think we have been doing that is to train some of the faith leaders rather than 
you carrying somebody from the outside so that person would have a better rapport with some of his 
male colleagues. We've done that with a few faith-based organizations where we send them on 
training programs in the Caribbean. The result coming back... Well they have in particular the 
brotherhood of St. Andrew… they have a program that they do and I think that they took it to their 
Caribbean regional conference where all the men gathered sharing what they did and I think that that 
committee then adopted it. So I think all the churches in the Caribbean region, if they have the 
resources could organize programs for the men in their churches. In Guyana,...it's not robust but you 
know they try... And again it has to do with the mind-set of the trainer who is trained...how he feels 
about this issue. If it is a man who feels if it is domestic violence "beat up the women, man they need 
beatin up" you won't get him to do it. So you have to have a man who understands that this is not 
right.” – UNFPA Representative 
 
 
The same respondent explained further that the acceptance of DV in Guyanese 
culture is a widespread phenomenon that is not limited to men, but includes women as 
well. 
 
“Yeah some women are not convinced (… that domestic violence is wrong). Well I think a lot of 
women have been involved in training programs you know... a lot of women. But again socialization 
is a process that runs deep and to re-socialize someone calls for a lot of work. To have people believe 
and understand that this is not right and that this is not what should be done and so on… eh? So there 
are some women who grow up in a particular environment and they will still feel that it's OK for this 
man to beat me. It's OK he loves me. Some women especially low-income women. And I'm told even 
professional women still stay in a relationship that is not healthy.” -  UNFPA Representative 
 
The participants also discussed other threats to the sense of public safety and 
personal space of young men, namely bullying and gang violence along with the police 
harassment.  For example, one mother explained that some young men in Georgetown 
who are trying to remain engage in their education, are dealing with bullying, 
 
“The ones that are really interested in doing something, you find that the others who are not interested 
in doing anything would try to intimidate the other one by troubling him (the young man with 
ambition) or trying to beat him up because, they tell themselves well, that one (young man with 
ambition) is too good or that one is too straight so what they would try to do is get that child over with 
their gang. Taunting... [Probe: Bullying?] Yes, bullying, peer pressure...” - Mother 
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Another respondent described how a young man who happens be interested in a girl who 
is or has been involved with someone in a gang or “crew”, could suddenly find himself 
with his own personal safety being threatened.   
 
[Do young men, aged 15–18 feel safe in Georgetown?] 
“Not Most! Because some of them, they’ll start being in crews, gangs. And they like, deh with dis girl 
and that girl. And that girl, she going eh she man and di man gon want beat up di boy fuh she…” – In-
School Young Man, aged 15–18 
 
One father addressed the social capital deficit experienced by young men in 
Georgetown as he talked about how being fatherless may threaten their personal safety, 
	
“…a black person in a poor environment wouldn’t feel so safe because they always have harassment 
from the police. They always got to watch to see some dealers gone be running through their yard or 
somebody would accidentally do them something mistakenly. So safety is based on the environment. 
Likewise, another child that is privileged… like we might say his father has money. He lives in a good 
neighborhood. He doesn’t have no care about safety in that manner. He knows he has his father’s 
protection. He has money, he has whatever he needs. So he goes about living the life for a normal 15–
18 year old. Doesn’t have much concern.” - Father 
 
His comment highlights how the absence of a father figure, especially, for Afro-
Guyanese young men can have a devastating effect on the trajectory of their development 
by depriving them of their basic right to a personal safe space in which they could mature 
into productive and contributing members of the society.  It also illustrates one of the 
many adverse effects of the drug trade on the social development of these impressionable 
young men.  
The participants noted differences in the exposure of young men to violence, 
based upon their economic background, the neighborhood in which they live, and in 
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some instances, race or ethnic background.  As mentioned under theme 1, some young 
men remarked that the male youth in depressed neighborhoods may be treated differently 
by potential employers and others or harassed by the police more often as compared to 
those who do not live in such neighborhoods.  A male adult noted how this dynamic is 
more applicable to Afro–Guyanese young men, while another participant indicated that it 
seems to be increasingly the case for young men living in impoverished neighborhoods 
regardless of their race or ethnicity.  This respondent explained his views in further 
details,  
“… It depends on ethnicity because the African Guyanese would not feel the same level of safety as 
other people because of the stigma that is attached to this segment of the population... African 
Guyanese would have given other people the leverage to maintain it. You have the police, adults even 
(more so Indo-Guyanese but all others as well). [Probe: There is stigma attached to being an Afro 
Guyanese male youth?] The stigma is... aggressive, violent, trouble maker. It's just threatening. You 
see... The system is so designed that it forces even the young law enforcement persons to target their 
own because they want to show power... They want to show that they are actually doing something. 
So they are targeting this particular group because they think that this group actually has something 
going wrong, basically. Or they assume the others don't have anything going on because when they 
turn up in the newspaper as being [other] certain men it would be a holy shock to some people. 
[Probe: So, a lot of police officers are Afro Guyanese?]. Yeah, we do it to ourselves… basically. We 
maintain it. Because the criteria for selection into these law enforcement agencies... they are so 
limited. All you have to do is have some primary education and you'd be a licensed killer... This is 
very common for all ethnic groups but it is dominated by Afro-Guyanese. This makes them vulnerable 
to abuse by the same person from whom they are seeking this help...Verbal, sexual and psychological 
abuse. Sometimes they run the risk of being told off because people don't want to be bothered with 
them. People may need sexual favors of them. Adults who can afford the means of... [These adults 
may be] Predominantly males, Afro-Guyanese because Afro-Guyanese would do most of the asking… 
and more often than not most likely you would go after your own to ask and you would think that you 
could trust your own… and so the risk is greater there. It happens in the case of Indians, too but they 
don't have that need… the greater need as African do... they have access to greater resources that 
African don't have access to as much. There is a minority that are females who would be engage in 
this also... They [young men] would be asked to keep up with some scheduled and regimens that are 
kind of tough... in some cases impossible and when they don't they feel that they can't match with their 
expectations and so they may think twice to go back to ask for help because they didn't keep up with 
the part of the bargain like they were supposed to.  [Probe: Do you think it might affect their self-
image negatively?] ... Yes… and then the case that ... ‘I gotta always go ask and beg cause I don't have 
...it's bothering me’...”- Male High School Teacher, aged 35–49 
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His response explains how some the trust of young men in the public servants 
may be eroded due to the routine violence that they may experience at their hands.  A 
vocational school teacher stated, 
 
“I can tell you this, the young men, I can say 75% of the young men, they are insecure and unsecured.  
And the reason for that, the reason number one, their ethnicity, insecure and unsecured. Yeah, now the 
set that are, the insecure set will be because of their race. Acquiring jobs will be a bit difficult. You 
know most of the people, of ethnic of Indian backgrounds, most of the people who get the business 
and the jobs around is the Indian folks. And gaining employment as a black, an African youngster 
without a trade is difficult… whether they are skillful or not, resulting in black people not getting 
employed, and that comes down to race, ethnicity. Alright, unsecured will be those guys who will 
come from those areas that you know, those people who will come from those areas that you will call 
them like Ghetto areas, like Albouystown areas, like the Tiger Bay… Because if you go for a job and 
you ask, it might be Indians employing you but they ask you where you live and you say Albouystown 
and then you give then a second thought, because of the perception of the area that you might come 
from, you might be a good young man but live in this area but the section area, they wouldn't know.” - 
Vocational School Teacher, age 50+ 
 
According to young males, gang life is an option taken by some male youth to 
protect themselves and to fit into a social group.  One mother explained that the gang 
involvement entails violence.  She also seemed to imply that some young men, who are 
wrongfully incarcerated, may leave jail angry in search of retaliation and cause more 
violence on the streets.  
 
[How are young men handling not feeling safe in Georgetown?] 
 
“One of the things I’ve observed because I’ve went around...you have guys, young guys. They are in 
gangs and they say well, they’re safe in the gang. But remember now, they have a gang here and 
another gang there and a gang there. Sometimes the gang might be here and the police pull up, now 
somebody from the gang escaped (from prison) ... but when the gang gets to come out (if they were 
imprisoned) they are angry because sometimes they ain’t do anything. Now they would want to 
retaliate because in most times, the gang has rules, what they would do, what they wouldn’t do. And 
that’s one of the things because most of the gangs are bad gangs.” - Mother	
 
 
 Other adults also spoke about the involvement of young men in the gangs, in 
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responding to two questions: one pertaining to their sense of safety in Georgetown, and 
the other regarding the ability of young men to manage their perceived interests or 
concerns.  One adult explained how some young men do not feel safe in Georgetown.  In 
his opinion, young men join gangs or social cliques to protect themselves from the 
violence. 
 
[What do young men who don’t feel safe do about it?] 
 
“Well try to make yourself feel safer. [Probe: How?] Arming yourself. [Probe: Arming themselves? 
How you mean?] If you don’t feel safe you got to make yourself safe, and the easiest way to make 
yourself safe is to arm yourself. Yea make yourself safer, you know how many gangs they are out 
there? You know how many in house fighting and against wars going on with some people out there? 
Even gone to some instances whereby which bus you catch does determine which crew you with. 
[Probe: So there a lot of gangs in Georgetown?] Maybe not, I don’t get the sense of being a full fledge 
functioning gang, but there is actually a lot of cliques of young men that are under one name and got 
they lil’ signs and songs, yeah. [Probe: And their armed?] I guess in some instances, they have access 
to arms. I don’t believe most of it is organized where you can call it a full-fledged operational gang 
but they have the network, the links, the crews. Yea man [Probe: Would you say it’s common?] I 
guess every child could find one if they need. Common would say that you can find it all over, it is 
common to know, what is common is that a young person probably spoke with somebody who got a 
lil gang already. Not them joining or anything.” - Broadcaster, aged 35–49 
 
 In fact, gangs were referred to by one male program and policy-affiliated 
respondent as surrogate families or support systems for some young men.  He suggested 
that perhaps gangs should be approached as such by social interventions in the future 
instead of trying to dismantle them, as the traditional approach would entail, based upon 
his experience with addressing interpersonal violence with young men in Georgetown. 
 
“… we have found that trying to address these issues of interpersonal violence, the young men we are 
trying to reach they are not in school. They are not in the university. They are not really in the sports 
club we are talking about. [Probe: Where are they?]… They're involved in gangs in our communities. 
So I've had a philosophy, it's not very popular so I'm very careful with whom I share it… that rather 
than focus our energy on disbanding and getting rid of the gangs, my philosophy is try to engage the 
gangs. They exist. Can we engage them? In fact, I seek to also create a re-definition of gangs, so that 
we could, in redefining gangs… find a useful way of engaging them. If we define gangs a certain way 
we see them purely as enemies. But the truth is what gangs do, they provide kind of a surrogate kind 
  
222 
of family environment for a lot of these young kids.” - Program & Policy- affiliated Respondent, age 
50+ 
 
 Other adult and program-affiliated respondents indicated that gangs and similar 
social cliques including those in schools are now used as venues for sexual 
experimentation and/or regular practice of high risk sexual activities such as unprotected 
sex with multiple partners or group sex.  They explained that young men are encourage, 
pressured, or forced into group sex as part of their initiation into these social groups.   
 
“…even in gangs, young people are now forming themselves in groups and exploring their sexuality 
in groups, in and outside of the school, they are exploring their sexuality in the gang setting, some of 
them have to be initiated in their gang setting, sometimes the initiation involves sex with all of them 
having sex with one girl, unprotected. Or sometimes having sex male to male, sometimes, you know, 
it depends on the gang of course in the group, so you'll get to show your loyalty by doing a sexual act 
with the head and that sort of thing." - Youth Program Coordinator, GRPA, aged 25–34 
 
 
[What influences young men to make unhealthy sexual health decisions?] 
 
“They might take part in these group sex because let’s say they’re virgin and they want to get laid 
really bad and, they see this. A friend tells them about this one time opportunity with this, just this one 
girl and you would go and make yourself sexually unhealthy because you just really want to make this 
achievement as society calls it, right and you go and you partake in the activity.  [Probe: Sounds like 
you’re talking about group sex with one girl] Yes. [Probe: That’s common?] Yes. [Probe: And this is 
not forced?] No. [Probe: So girls are willing to have sex with a lot of guys?] Yes.” – In-School Young 
Man, aged 15–18 
 
“I know peer pressure can be a factor, because their peers, wanting to be like their peers or their peers 
trying to influence them or force them in to do that, yea, especially if they are in a gang. Yes, in order 
to be a part or remain a part you have to confirm… Well, gangs have their rules and regulations… 
Especially with the gangs, they are into sexual things. Yes, you got to prove a point. You got to prove 
that you are worthy. Because I’ve been told about the gang leader instructing others to sleep with a 
particular person so whether or not, once they want to be a part of they have to… [Probe: You mean to 
have sex with them?] Yes.” - Female HFLE Teacher, aged 35–49 
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Sexual Coercion / /Rape/ and Intimidate Partner Violence and Sexual exploitation 
perpetrated on and by Young Men aged 15–18  
 
 Male youth are viewed by respondents as both victims and perpetrators of sexual 
violence/abuse, with those no longer living at home being more vulnerable to sexual 
abuse and exploitation.  When asked if young men like themselves were being forced to 
have sex or being raped, only a few youth participants responded “no”. In fact, most of 
them, after reflecting on the question, agreed that it was, indeed, happening.   In a few 
instances, the young men felt that young women around their age or older ones pressure 
them into having sex.  However, in many instances, youth, parents, and other adult 
participants talked about older or “big” men as sexual predators of young men, many of 
whom come from impoverished backgrounds.   
 
[Are young men being forced to have sex or raped?] 
 
"One of my friend’s little brother got raped by a friend, next door by them, a bigger bannuh (man) 
raped the boy. I also heard about one with an uncle and a nephew." – Out-of-school Young Man, aged 
15–18 
 
 
“Sometimes the 15-year-old isn’t gay and somebody older might come to this child seeing this, just 
watching this child doing this and say you know what he needs this! And in order for him to get this 
he gotta give me what he got! You know, this is what they come under. The older men trying fuh 
sexually assault these little children, lil boys, it does happen!... It’s not right… It’s not good, I think 
they need counselling.” – Young Man in School, aged 15–18 
 
 
An in-school respondent pointed out that some young men are pressured by 
females to have sex, regardless of whether the young men are ready or not.  He 
considered this to be “forced sex” or “rape”. 
 
[Are young men being forced to have sex or raped?] 
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“Meeno, like if the man say he ain’ ready yet and he never go out there and she want do it with he and 
he… saying no he want that he saving it for some marriage cause I know the person, just like that he 
use to think and the girl rape he and she deh in he head now. Serious thing." – Young Man in School, 
aged 15–18 
 
 
When asked if young men in Georgetown are victims of forced sex or rape, 
parents not only agreed that it happens but also voiced their concerns about it through 
their vocal tones as they shared their experiences.  The group of mothers shared lot of 
opinions about child abuse and sexual assault of young men.  One participant linked child 
abuse to lack of constructive activities in which the young men can participate.  
 
“It’s happening because some of the young men because of lack of fun again, you find the older gay 
men take those opportunities.” - Mother 
 
 
Another mother expressed concern about the effect of aggressive sexual behaviors 
on young men, some of them coming from young women, 
“Very common because what you find even in the school system is that... even if the young men are 
not interested, the girls are very aggressive. I was a teacher at one time and those were the most 
troublesome groups. So it’s even in school. They offer the guys to do them all sorts of things in the 
school compound.  Even if they say no, the girls hump them down.” - Mother 
 
Similarly, the entire group of mothers agreed that young men are also the perpetrators of 
forced sex and/or rape.  One woman explained why some young men in Georgetown act 
as sexual predators, 
 
“Okay, let’s say this young man got raped.  He’s angry having gotten raped but he’s going with it 
because this is his way of life. He gets to live or gets clothes or food or whatever. Now because of that, 
in his mind, even though he is angry, he thinks that someone else can go through what he goes through, 
so he would do the same thing to that person.” - Mother 
 
  
225 
 To the contrary, this mother expressed concerns about the community’s lack of 
concern for male victims of sexual violence. 
 
“Most of our young men are forced to have sex especially if they engage with somebody older than 
them and sometimes, they would get raped but they would not speak because men are afraid. They are 
afraid to speak because they feel if they go and they say that to the police, they (the police) would 
laugh that... ‘You get rape, haha’, because they are men and man doesn’t... you know...” – Mother 
 
One young man, along with another father, opposed the idea that a man can be 
sexually violated by a female, 
 
“What he say, I believe that can’t happen. A woman can’t rape a man cause don’t matter how she try 
because is up to the man to accept.” - Young Man, aged 15–18 
 
 An adult respondent mentioned that young men in orphanages and juvenile 
detention centers are vulnerable to sexual assault by older children as well as adults.  
[Is the age at which young men in your community start to have sex different for those who have been 
displaced from their homes? If so how?]   
 
“The issue of sex may not be on their agenda as much as it is related to the focus placed on their 
identity. Most who are displaced, most who come out from orphanage or foster home have been 
sexually abused by the keeper or by their other colleagues or peers.” - Hindu Pandit, aged 35–49 
 
 On the other hand, members of a youth focus group explained that some young 
men may struggle to control their sexual urges, communicate with partners, and get sex 
as frequently as they would like, making them frustrated and influencing them to commit 
acts of sexual violence against others. 
 
[How do young men handle these issues related to their main interests or concerns?] 
 
“Certain [young men] can’t get the sex, certain can’t have it, certain young men can’t get it. (Nick) 
[Inaudible] “They would get a pressure and they would do other stuff. They would just want retaliate 
and do something bad instead.” (Mike) 
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“Retaliate, rape and do… [Inaudible]” (Mike) 
“Cause they might see other people getting it [sex] and you want.” (Blair) 
“And you can’t get it [sex].” (Lil Anthony) 
‘You see other people getting it and know you want it and you can’t get it.’ (Blair) 
‘Just like money too, it get some people that get money every day and some people just don’t get it 
and when it don’t happen it makes you frustrated and makes you do a set of things.’ (Nick) 
‘Like go and thief fowl. [chuckles. Thief fowl, jump the neighbor yard.’ (Just Money) 
 “Rape, the two girls.” Masturbate.” (Just Money) 
 
 
The following discussion excerpt from the same group of in-school young illustrated how 
young men believe that young women are provoking them into acts of IPV and the 
protective role of fathers against acts of sexual violence by young men. 
[What do you think about how they are dealing with these issues?] 
“Not so good.” (Lil Anthony) 
‘Not to me.’ (Lil Anthony) 
“Not so good.” (Nick) 
“Is a 50/50 some dealing good, some dealing bad. Peer pressure.” (Just Money) 
“It wouldn’t be so good…because in this society what the young girls is be wearing to arouse the 
young men and then is kind of hard for them not to commit rape and so… not be tempted.” (Nick) 
“It’s not necessary, because as he just said, these girls, they don’t back off nothing, everything come 
on they just take [chuckles].” (Lil Anthony) [laughs] 
“Meaning like, if you ugly, you nice, don’t care if you is a jailman or what ….Once you get money in 
your pocket.” (Lucky) 
“…..not even if you get money, once they like you, they take you.” (Lucky) 
“They would go with them and be like freak out they self and then they would have sexual 
intercourse.” (Lil Anthony) 
“I think is not necessary because young men growing up, your father or any male adult would teach 
you that you can masturbate, jerk off for your pleasure so you don’t have to sex right away at this age, 
it can wait.” (Mike) 
“Well now days you can’t wait sometime something just tempting you, you know.” (AG) 
“I know what you mean.” (Lil Anthony) 
 
 
Remarkably, one adult respondent further contextualized how the phenomena of 
intimate partner violence transpire among some of these young men. He sheds light on 
the fact that the idea of “date rape” may not be understood as a social construct among 
men in this community. 
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[Are young men forcing others to have sex or raping others?]   
Females?... yes. They influence their (females) desire and need at a tender age… [Young men are..] 
coercing … by offering them (females) gifts… showing them how other persons are enjoying it.  
[Probe: Interviewer explained “physically forced sex”]... “No it’s not common, but it happens.” 
[Probe: Interviewer introduced and explained the term "date rape"]…” [It's] very common here. It is 
not termed date rape... [Date Rape] is when you go on a date and you are being forced into a sexual 
act... Because of the advent of these different media… social media… because they see things 
happening other places and they try… and once they get a way with it once and so on they at least see 
it working they continue. They use all kinds of things to influence... drugs (weed), ah alcohol yeah.  I 
mean social drugs... weed…Well, I don't know if they call weed drugs… I guess they do… I don't like 
to calling weed a drug... In some cases, they have what do they call this thing... shucks...What the 
name of the pill? A pill to make girls… [Probe: uninhibited?]. Yes. Some of the females would 
welcome it cause they want to feel... You also have those where the females sometimes go knowing 
that is going to happen so they can blame it on being under the influence.” – Male High School 
Teacher, aged 35–49 
 
The respondent from the United Nations Population Fund also shared that her 
program has previously funded initiatives targeting men and boys with GBV 
interventions.  Unfortunately, the initiatives were short-lived due to funding challenges.  
[Please describe your male involvement program. How and why did you start it? What is its focus?] 
“Through UNFPA I have been involved in initiatives targeting men and boys in the context of gender 
based violence and sexual and reproductive health issues. These initiatives were geared towards trying 
to find a space for discussions for young men as well as older men to understand the importance of 
one protecting themselves from infections but also trying to reduce the incidence of gender based 
violence which is also linked in many cases to sexuality issues and sexual infections and so on.” - 
UNFPA Representative. 
 
Concerns about Suicidal and Homicidal Ideation among young men in Georgetown 
“Some men would go hang themselves…kill themselves. Get suicidal. Some men, they know they 
have one personal woman, and he’s having sex with her and if he gets an STI/STD, he would go and 
beat or kill she.”  – Out-of-school Young Man, aged 15–18 
 
The young men and adults claimed that the male youth in Georgetown consider or 
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commit suicide and sometimes homicide in response to three different life scenarios: 
public safety problems whether it is bullying, police harassment, or other forms of public 
assault, intimate partner, familial, or other relationship challenges, or receiving a positive 
STI/HIV diagnosis.  Homicide was discussed in regard to how some young men may 
address challenges in intimate partner relationships.  Suicide was talked about in the same 
fashion and in relation to a wide range of issues such as coping with harassment and 
public safety issues.   According to these young men, IPV may stem from various causes 
as described below. 
[What do some young men do about not feeling safe in Georgetown?]  
 
“Suicide” - Young Man, aged 15–18  
 
 
[What are some of the challenges that young men in Georgetown face in their intimate partner 
relationships?] 
 
“Cheating, leads to suicide” - Young Man, aged 15–18  
 
“Abuse. [Some young men] get heartbroken, they [partners] would break your heart… One day they 
would tell you they love you really bad and the next day they would cheat on you... Some people 
would even go and drink the carbon tablet [to commit suicide]. - Young MSM, age 17 
 
“Males 15–18, they don’t like to be inside the house. They like to be outside, late and so and the girls 
end up....they ain’t getting enough time... and problems start right there and it might turn out bad. 
Trust issues.” - Young Out-of-School Male, aged 15–18 
 
“Some males, right, when they get a girlfriend and them thing, they become this type of jealous 
person. When they see their girlfriend talking to other males and those things, they get feelings and 
they want to do the person something, like hurt them or kill them or something.” – Young Man Out-
of-School, aged 15–18 
 
“Well …a couple, they would have a lot of fights…quarrel.” - Young Man in School, age 15 
 
The following discussion illustrates how young men may feel compelled to play 
an active role in the violence they experience to express their manhood and assert 
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themselves as the protectors of their intimate partnerships. 
 
“The girl want the money, bad boy.” 
“Yea, they get scared, the girls them in want no frighten-ish boy.”   
“They in want no pussy cat. “ 
“Normally right about now the girls looking to, looking at boys what is in fashion. The boys who 
wearing the most expensive clothes and so.”   
“To get the girls right now you have to be in fashion.”  
“Be able to defend your turf.” 
“The girl.”  
“Yourself.”  
“And her.”  
“Protect her.” – Excerpt from FGD of 6 Young Men, aged 15–18 
 
A young man provided insights into one of the ways a young woman may become 
the victim of IPV at the hands of a young boyfriend in Georgetown, 
 
“Some males, right, when they get a girlfriend and them thing, they become this type of jealous person. 
When they see their girlfriend talking to other males and those things, they get feelings and they want 
to do the person something, like hurt them or kill them or something.” – Out-of-School Young Man 
 
 
Finally, a male social worker provided a unique perspective on the personal 
struggles faced by the young men regarding gender roles in the context of intimate 
relationships and the gender-based violence young and old men perpetrate in Georgetown. 
He believes this struggle also explains what drives GBV, 
 
“Men have got to do deep self-perspective studies, they have got to be able to validate relationships, 
they have got to be able to be given the skills to validate themselves and their expectations and you 
know from a point where the focus is on me. Very often I deal with men who would have committed 
various acts of violence against their partners and their concern is that they’ve given everything. And 
it’s not that it doesn’t seem to be valid. And they are given these responses [ from their intimate 
partners] that forces them into becoming physical which they are actually geared for from how they 
are wired just because the relationship is not good and they are trying to figure it out. I’ve had a 40 
year old man with 6 children tell me you know something, ‘I don’t even know what it is to be a man 
and my wife keep demanding that I be a man, and so I don’t even know what… and I feel ashamed to 
ask her what I should do’. That’s the experience and we have lots of 14, 13, 16 year olds that are being 
spawned from that very environment. In fact that 40 year old might have a 14 year old son. Lots of 
times they’re going say I just don’t know how to deal with the problem.” - Afro-Guyanese Male, 
Community Based Social Worker, aged 35–49 
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Violence and Homophobia:  The added vulnerability of being a young gay, bi-sexual or 
transgendered man 
 
Young MSM participants described incidents of violence that led to death among 
young men like themselves.  They attributed this violence to discrimination on the basis 
of sexual orientation or homophobia that is commonplace in Georgetown.   
 
[Do you think that young men like yourselves feel safe in Georgetown?] 
“Well… I don’t feel 100 percent safe, around in this community. [Why?] Well for one, they do not 
like us at all. They do not feel comfortable to be around us because of our sexuality and they think that 
it is a curse so they would; some would see you straight and pass you and wouldn’t tell you anything 
but some want to be very noticed. I would say like when I am going to the corner for a walk people 
would see you just like that and would ride into you, knock you down, pelt bottle, they would gun, 
shoot you and all sorts of things happen out there.” - YMSM, age 17 
  
“Well… I am only 15 and when I go out there on the corner sometimes I might catch a two fare but 
some people would throw bricks on you. And like my transgendered friend who died last year at the 
embassy, two security guards they stabbed her up and when they were done they went and burned and 
the same person that stabbed my two sisters up went to Bourda market and burned himself up. So I 
think that it not safe out there because it is not secure because there are lot of thieves. Some of them 
would come around certain hours and some people would fear you and when they are done they would 
take all the money and beat you up and take away all of your money just because you are small and 
they would ask you what are doing out there because you are under age. That happens often. It’s like 
an everyday thing” - YMSM, age 15 
 
One young MSM respondent attributed homophobia to same sex molestation, 
 
 
“I was saying that, people have thoughts that same sex relationships is wrong and that is nice. But 
there are some who have been molested from home and was forced to have same sex relationships 
from home and that is main part that a lot of gays are suffering from. That is what they think.” - 
YMSM, ages 15–18 
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Childhood abuse linked to Adult High Risk Sexual Activity with Sex Workers 
In general, all categories of participants discussed childhood abuse in the forms of 
sexual abuse, exploitation, neglect, and abandonment such as fatherhood absentee-ism 
and linked the abuse to vulnerability of young men to STI. However, one male 
community-based social worker perceived a relationship between general childhood 
abuse and sexual risk-taking in men.  He shared an experience that exemplifies how 
childhood abuse and neglect can facilitate high risk sexual behavior among men, 
resulting in STI. 
 
“… incidentally a guy came to me .. .and he said ‘I am in church right now but I’ve got a problem 
with prostitution …When I came to church that’s what I wanted to get rid of.  But ya know I am 
struggling with it’ … and this guys was telling me… you know I had this experience and I am telling 
you this but I don’t even know if I want to do it because I am not sure even after over a year that I 
have gotten rid of this habit.’ To me it’s more than sexual addictions it’s a need for… he wanted 
intimacy, sexual addition is a different thing. I don’t think when you get to a transaction with a 
prostitute there is any intimacy there most of the times it’s just sex, right. But I recognised he wanted 
or craved intimacy because as we spoke he talked about the abusive nature of his father and his 
mother. As we looked upon it, incidentally he has these pimples on his face that punctuated his early 
adolescence right through now into his adult stage. He has all these pimples on his face and that’s one 
of the reasons he thinks he’s not attractive so his craving I know is intimacy and not necessarily sex in 
terms of a transactional sex. So I took that disclosure very very deep because he was in the church 
setting. Incidentally two years later I did a session at his church on Gender Based Violence. It was 
international men’s day and we were talking about male issue and he came up and he said you know I 
am still struggling. I know he’s taking counseling from his pastor and all the men’s group stuff and 
that kinds of stuff but I know he is caught up with how do I take off the mask and really get to the 
point where I reveal who I am and get to the point where I feel healed.” - Male, Community-based 
Social Worker 
 
 
Theme 6: Stigma, Discrimination, and Shame: Road blocks to Young Men’s Sexual 
Health 
[Do community opinions keep young men from accessing SRH information or services?] 
“Older people say it’s a lawless behaviour, discriminate your behaviour.” – Young Man Out-of-
School, age 17 
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All categories of respondents agreed that stigma, discrimination, and shame wield 
a powerful influence over sexual and reproductive health rights of young men of all 
sexual orientations in Georgetown. These factors impede their right to access information 
and services that support their sexual and reproductive health.  Young men, parents and 
adults talked about the stigma associated with becoming sexually active and with 
receiving a positive STI diagnosis.  They also spoke about discriminatory attitudes and 
behaviors from parents, peers, adults, and healthcare providers when young men seek 
SRH-related education and other services.  The discrepancy between the age of sexual 
consent and the age at which young men can independently access SRH services was also 
discussed along with the cost constraints for services.  The young men and other 
respondents cited shame and fear of being judged on the part of young men. However, 
the respondents also mentioned shame and the cultural taboo of talking about sexuality 
regarding communication with healthcare providers and their parents as well as accessing 
SRH information and services.  The young and adult men also talked about 
confidentiality violations on part of the healthcare staff as a barrier to service.  A few 
participants felt that religious beliefs encourage some healthcare staff to deter youth from 
seeking SRH services.  Most importantly, the issue of inappropriate and therefore 
discriminatory health promotion messaging for low literacy among the young men was 
raised by one young male and program–affiliate respondent.  Program-affiliated men also 
discussed the issue of prohibitive and discriminatory dress codes for entry into the 
healthcare facilities.  The young men, parents, adults, and program implementers also 
talked about the perception of SRH services as just being for women along with the 
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importance of protecting the trust of young men in people with whom they may share 
their SRH.   
All categories of male youth respondents acknowledged the existence of stigma 
and discrimination against heterosexual and homosexually-active young males in 
Georgetown.   They, specifically, spoke about their experiences with community 
members such as parents, peers, and adult men and women who feel that young people 
their age should not be sexually active and who actively discourage young people from 
seeking SRH information and services.  
 
"They might say you don’t need it (SRH services). [Probe: Why?] Maybe because they made the 
mistake and they want you to make the mistake too. [Probe: Who might say that?] People who are 
already sexually active, like older people or people my age." - Young Man in School, aged 15–18 
 
 
Both youth and adults spoke openly about the many ways in which community 
members regularly admonish both sexually and non-sexually active young men out of 
fear that they will start having sex.   However, as this mother explained, many of them 
already are sexually active without the requisite information to do so responsibly, 
 
“....I think a parent will think that... whether I tell them or not, they may (have sex) because sometimes 
children experiment so you’re just have it (the condom) there in case. But you’re not sending them. I 
think knowledge is one...you know... that’s something that they misunderstand. I can remember at one 
time we would’ve had a debate right in church where they were saying abstain, just abstain from sex. 
If you give them the condom you’re telling them to go have sex...For me, I was saying, well you ain’t 
obliged to let them know about the condom because behind your back when they go, you gonna hold 
your head (in frustration). But me, I am gonna deal with it realistically. It’s a fear and from the time 
that fear comes out with you, the parent, you have to know how to deal with it and this is reality and 
this is what’s happening. You have a young girl child or a young boy or whatever, you fear for them 
to start at an early age having sex. So I think that because that fear is there with the parents, that is 
what it is that causes the parents to not give the children information. But I think parents need to start. 
As my colleague would’ve said earlier, give them at the age but you don't give them too much... you 
have to let them know that there are consequences. You have to let them know that every choice in 
your life has some consequences.” - Mother 
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Not surprisingly, young men, parents, adults, and program-affiliated participants 
acknowledged the stigma associated with HIV/STI services and diagnosis.   Some 
respondents claimed that when young men seek such services, they may risk 
stigmatization by others.  This discourages them from seeking required services.  The 
interviewees explained that both the stigmatization of STI/HIV health services as well as 
the fear of a positive HIV diagnosis could discourage young men to seek services.  
 
“…I think they are afraid of the stigma that is comes with it. People who would know this is your 
problem and before they try to help you they would go and tell somebody about it and make a laugh 
off of you and making you a public spectacle. People don't want to publicize with the defects and the 
deficiency.” - Vocational Teacher, age 50+ 
 
 
“…what might stop them is they don’t want people to think, their own thoughts on what people might 
think about them… They don’t want people to think, oh they’re promiscuous, you know when they go 
to seek these services.  They might think ‘oh only someone who is promiscuous would go for 
screening and testing’ and all of that… Or they don’t want someone to think that they are actually 
exposed, they have been exposed.  Because it might be the general conclusion that “oh he has HIV he 
is going to the clinic” you know that might be another factor too...” - High School Teacher, aged 35–
49 
 
 
Community Perceptions of Sexually Active Young Men as Vulnerabilities to Young Men’s 
SRH and Barriers to SRH services   
 
 
All respondents commented that the negative perceptions of young men in need of 
SRH services, whether they are sexually active or not, creates barriers for the young men 
to access services.  The barriers include the unsupportive religious beliefs of service 
providers and homophobia.  However, one fundamental reason applicable to all young 
men is that those aged 15–18 are too young regardless of the age at which the young men 
in the community initiate their sexual lives. 
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Most of the youth felt that the community’s general opinion of young men like 
themselves becoming sexually active was bad or negative.   A young man explained why 
it may not be so easy to broach the topic of sex with older people in Georgetown. 
 
[What do people do or say to prevent young men from accessing SRH services?]  
 
“....you're too young to getting into that… What you want learning that? [ Probe: Who says that?] 
Parents people and relatives, people on the road. Then there is this thing in your mind that if you go to 
them they would say you're too young and you would start getting scolding you know” – In School 
Youth, aged 15–18 
 
Some young men commented that adults try to keep them away from their 
daughters. Others indicated that there is a lot of fear about teen pregnancy in the 
community.  Interestingly, the youth participants commented that while adults, 
particularly, parents may reprimand them for indulging in sexual activity at such a young 
age, other adults in the community, in some cases, parents themselves encourage them to 
initiate their sexual lives early to assert their manhood and sexual identity.  However, 
some respondents mentioned that the community opinions are mixed, especially, 
considering the positive reinforcement they might get from peers and older men once 
they become sexually active.  The young men commented that older people felt that they 
were too young to engage in sexual activity and effectively manage its potential 
consequences.  In fact, some focus group members made reference to religious beliefs 
that contradict the notion of them having sex, and admitted that it is not supposed to 
happen in this context.  At the same time, young men felt that early sexual initiation is 
expected and encourage by other adults as it is viewed a validation of their manhood. 
 
[What are community opinions about sexually active young men?] 
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“About a 50/50, some good, some bad.” (Nick) 
“And then you get a name.” (Lil Anthony) 
“Well you could say in a good way because to have sex is like, you can say like some people look at 
you like you’re an adult. Colleagues[peers].” (Mike) 
“Or sometimes your father.” (Just money) 
“Or he might say you is a big man? Go out me house.” (Nick) 
“You get a label, like some fathers don’t want you around they daughter cause they hear he always, 
me in want he round me daughter. You get label by him and some people just keep far away from 
them.” (Lil’ Anthony) – 
 
Excerpt from a conversation with Young Men in School, aged 15–18 
 
“Older people say it’s a lawless behaviour, discriminate your behaviour.”- Young Out-of-School male, 
age 17 
 
“Older women will disagree with that [sexually activity young men], yes mainly women will disagree 
with having sex is an achievement.” - Young Man in School, age 15 
 
One focus group of out-of-school respondents was asked about the negative view 
of young men like them being sexually active.  Most participants felt that "That's life", 
meaning this is just the opinion of others about their behavior and did not really bother 
them. 
The father’s interview revealed that some fathers thought young men aged 15–18 
have no business having sex. It became quite apparent that some respondents had their 
reservations about sexually active young men when they were asked as to what stops 
young men from accessing SRH services.  Some of their comments were nuanced with 
tones of disapproval. 
“Advice, from some elderly person besides their parents, like if you go at the church too, just at the 
church and the pastor counselling you, you know, in a diplomatic way, x, y, z things happening come 
to God don’t do certain things." There is a place right in the town where you have gay men 
minding(financing) boy from like 10, 11, 12 which some of the parents seeing the guys getting the 
most expensive boots and clothes and shoes and they don't know where it’s coming from."  
 
“Well you supposed to be studying your book not about sex.” [What stops young men from accessing 
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services?]   
 
“Parents. Keep them from getting, “You is lil boy what you want know about sex, look pass yourself 
upstairs” especially from the elderly you would hear that one from, the same elderly ya’ll running to 
for advice.” 
 
Overall, the group of mothers explained that the community’s perception of 
young men being sexually active is not positive because people think that the young men 
should wait until they have become financially stable, until they have reach an age of 
maturity and have a job and skills, and they are able to financially support their partner. 
The mothers also unanimously felt that the negative opinions of the community about 
young men being sexually active at the ages of 15–18 may be discouraging the young 
men from accessing SRH services.  One mother stated that people in the community may 
discriminate against a 16-year-old young man who seeks SRH services. 
“I believe we are a people who are not very open about sex so a 16 year old to be asking openly about 
condoms and sex and...they’re kinda looked down upon now... {Imitates a stereotypical community 
member} “At that age you shouldn’t be thinking about sex, you should be thinking about school 
work.” - Mother  
 
The following comment does not only reflect the community’s opinion about 
sexually active young men but it is particularly interesting as most nurses in Guyana are 
women. 
 
 
[How are the sexual relationships that young men your ages are having viewed by the community?] 
 
“But it's frowned upon by the females...older females. Well for the school system it is frowned upon 
generally.. some people may not offer an opinion but it is generally frown upon. And it's a hush hush 
if... yeah when they know the child... because you look at how your school is viewed in terms of how 
you keeping your students [ it gives a school a bad reputation]... control yeah. So some of it is viewed 
like that...” - High School Teacher, aged 35–49  
 
Some young men face ridicule from their peers and others in the community who 
find out that the young men want to get condoms. 
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“I was in the area [ near GRPA] a day and 3 young men from that Bishop High School come around 
the corner. One boy say I going over there boy, we going there boy and get condoms. and so a boy say 
what you mean boy, they say boy you too little for that...That's a misconception again. ‘You too little 
to get the condom’ or ‘you too little’ for what he want it for, which one? That's how they stay. You 
got to read the rationale behind the thinking. What do you want it for? That's what we talk about you 
know, people talking to you when you going and do certain things and they want make a laugh out of 
it but sometimes we got to take a step back and say hey brother, I going and get this for my concern, if 
you not interested, shut up.” - Vocational Teacher, age 50+ 
 
One youth mentor proposed that faith-based organizations be targeted to address 
their powerful impact on limited understanding and access of young men to STI/SRH 
services. 
 
“Oh yes. [Probe: The church?]...because they are in the belief where you ought not to even be thinking 
about it, you probably have a sex demon and you need deliverance. So for a child who is going 
through something so natural, they don't want to be told there is a spirit...you know...They don’t 
spiritualize what is natural. So I think the church and other institutions have to have better information 
to handle these questions that the young people may have because someone might have to start off 
saying...”I don't want you to think I am possessed...” You know you almost have to qualify their 
concerns. [Probe: Do you mean to normalize the experience in terms of desire as opposed to making it 
a taboo?] Right, right.”- Afro-Guyanese Mentor, aged 35–49 
 
Stigmatization of sex and sexuality resulting from The Cultural Taboo of talking about 
sex in Guyana 
 
Mothers and other adults indicated that Guyanese culture is quite conservative 
when it comes to talking about sex and that this adversely affects parent-child 
communication about sexual issues.  One mother explained some of the fears and 
trepidation that accounts for hesitancy on part of the parents to broach the topic of sex 
with their young men, 
 
“…there is some taboo... as a people, we are not so liberated when it comes to sex when it comes of 
discussion, talking and stuff. I mean, I am very old and for me to go and buy a pack of condoms, it’s 
kinda...you now... {loud laughter} I’m serious...it’s not easy...I think we have condoms put around the 
place by GHARP (local NGO) and so forth and people like me can’t get it (the concept) because I 
thought: ‘You giving them the condom, you sending them to have sex.’ So we kinda mixed up on the 
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whole issue about sex in this country.” -  Mother 
 
 
The adult males also expressed their views about the place of sex talk in a 
Guyanese culture. 
 
“I think because of the taboo, there is some taboo... as a people, we are not so liberated when it comes 
to sex when it comes of discussion, talking and stuff. I mean, I am very old and for me to go and buy a 
pack of condoms, it’s kinda... you now... [loud laughter] I’m serious... it’s not easy... The society here 
is a bit hush hush when it comes to sexual expression.  And with the advent of technology it is 
opening person's horizons [of young people] in terms of an expression in the realms of sexual 
activities. They are a bit more exploring… right.”  - High School Teacher, aged 35–49 
 
“...Like I said, a parent would not sit down and especially in the East Indian home. Speaking to the 
young ones about sex at that age is a taboo topic for the majority.  And you would find that parents 
...don’t know if they don’t know how to bring it up or what, but speaking to their kids on this topic is 
practically unheard of so, you find especially, a mother would sit down and talk to her daughter about 
issues, but finding a father sitting down actually in the East Indian home, fathers sitting down and 
talking to their sons is practically unheard of.” – Indo-Guyanese Mentor, aged 35–49 
 
 
[What are some of the things in the community that might stop young men from accessing SRH 
services?] 
 
“I think the culture that suggests that young people shouldn’t be having, that doesn’t treat young 
people as recognizable, as sexual beings. That you know, that they have sexualities, and that they are 
thinking about having sex. You know, there’s still this huge amount of denial around that. [sigh] 
Yea.”-  CBO Director, aged 35–49 
 
Several adults and a few youths felt that young men may not be accessing the 
currently available services due to violation of the code of confidentiality by the 
healthcare workers and generally unprofessional behavior around the provision of 
healthcare services. 
 
“They [young men] feel judged. Scandalized [when getting help at a health facility].” – Young Man 
Out–of- School, aged 15–18 
 
A program–affiliated respondent spoke of several barriers to SRH services for 
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young men, some of whom were reiterated by other respondents such as breaches of 
confidentiality, the age of consent, self-treating with traditional medicines or drugs 
bought from a pharmacy, and the prohibitive dress code. 
 
[What about rules and/or regulations?  Are there any that exist that might prevent some young men 
from getting SRH information or services they might need?] 
 
“Traditional beliefs about what works best for men to maintain health like using bush medicines… In 
some places the structure of the health centers that causes attention to individuals too. We’ve had 
complaints about counsellor attitudes towards particular genders. (e.g. sexual minorities) They are 
rude and disrespectful. Some young men ask to be accompanied so that others do not know if they or 
whoever is accompanying them is taking the HIV/STI test... Age of consent for sex which is 16 
prevents younger males from accessing services… One’s demeanor may stop them also. Their 
physical appearance such as dress… Service providers expect clients to carry themselves in a certain 
way. They expect them to come tidey with long pants, a t-shirt, at least (not vest- tank top), they must 
have sneakers or proper sandals. Even if they are old they must be clean. I’ve had cases where young 
men have said that service providers have sent young men away telling them that they must tidy up to 
receive services.” We now have young men who call themselves “thugs”. They feel they must carry 
their pants on their butt, difficult to take off earring to get a job, go to health services, etc… The 
respect that they get is more important than a job, health & social services.”- Afro-Guyanese Male 
Social Worker & CBO Staff, aged 35–49 
 
 
 
Religious Beliefs as a Vulnerability to SRH  
  
The adults and program implementers talked about religion, both as a protective 
factor and as a barrier to young men’s SRH (see Theme 2 for narratives on religion as a 
protective factor) 
A program–affiliate respondent commented that religious involvement can be an 
impediment to young men accessing SRH services due to objections of FBO community 
on the use of contraceptives. 
	
“… we have been talking with the young men, the young men from the Muslim institution. And the 
young boy wanted to know about masturbation, masturbating, seeing pre-come and he wanted to 
know what that is about, but he can't, even in his church where is a male dominated institution.   But it 
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is also highly conservative. How does he engage that conversation even in the church setting? So 
when I say church in this case his religious setting, right?” - Youth Coordinator, GRPA, age 35–34 
 
Another adult cited religious beliefs as a possible obstacle for some young men to 
access SRH services in Georgetown, 
 
“Because a lot of people subscribe to religion in Guyana they can become alienated from these 
services. For example, Rastafarians may believe that they don’t need to use a condom. They are kept 
in denial. They themselves choosing not to access these services.” - Hindu Pandit, aged 35–49 
 
Comments from several adult participants reflected the conflicts due to their 
religious values and why they struggled to define SRH for young men as a result.  They 
spoke about the traditional values they would prefer young men to adopt rather than 
changing the paradigm to one in which young people have license or agency over their 
sexuality at such unacceptably young ages.  For example, one FBO-affiliated mentor with 
strong feelings against young men becoming sexually active and the increasing trend of 
young fathers defined SRH for young men as abstaining until you have your career plan 
straightened out or you are 18 years of age.   A vocational teacher was of a similar 
mindset as he described his opinions about young men, aged 15–18, in Georgetown 
becoming sexually active. 
I am really upset about it [young men becoming sexually active].  I would define it as... it's immoral.”- 
Vocational Teacher, age 50+ 
 
Interestingly, the concept of individual “sexual agency” for young people was 
introduced into the dialogues by a program–affiliated respondent and supported by others 
including adults, particularly, teachers.  The sentiment of these participants was that 
sexual autonomy for Guyanese youth is not generally accepted by the community. 
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Community-Level Homophobia as a barrier to SRH services 
 
According to the members of MSM focus group, remarks made by some 
community members towards sexual minorities sound mean-spirited and condemning as 
this young man describes below. 
 
[What are some of the things people say or do to prevent young men from accessing SRH services?] 
“Some say that you are not worth it. Like you won’t get through because of what you are. They say all 
sorts of negative things about you. They say some very horrible things that get to you.” - YMSM, ages 
15–18 
 
Young MSM shared the following remarks concerning community perceptions of 
them. 
 
[What are community opinions about young men like yourselves?] 
 
“It is wrong that two men should be together or two women should be together, but it is just people’s 
sexual desires. But some people just live according to the world today, they don’t care [pause] Same 
sex relationships, they don’t think we should have that. They think we should die. Not me, but guys 
like us.” 
 
“It is a sin.  Sometimes they want to pelt you in your head with a bottle. Guys like us in the same age 
having sex with same men, they think that it is a demon that possessed the body, a sex demon that 
possessed the body and some say it is because of… they never try, they just say that we go beyond and 
want to experiment. Some people where even raped by their parents. Some think it is very nice and 
everything. Some say that it is your life yes, and some say that it is even nice having same sex 
relationships.” 
 
 
A respondent offered the following sentiment concerning attitude of people 
towards young men like him, 
 
“Everybody has a mind of their own. Some people they are not gay but the way they speak, dress and 
act. People judge them by their actions. I think it is wrong. Just that it is wrong.” - YMSM, ages 15–18  
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Notably, the focus group of fathers did not directly talk about homosexuality. In 
fact, the only instances in which the fathers spoke of homosexuality involved describing 
how some young men make money or how some young men are vulnerable due to 
poverty and to older men who offer homosexual transactional sex. One father described a 
situation with homophobic undertones as he used the term “aunty-man” or “anti-man”, a 
term commonly used in reference to gay men.  He then asked if it is appropriate to use 
such a term in this discussion, indicating that he perhaps thought such a term may be 
unacceptable in the focus group discussion.  On the other hand, the mothers expressed 
serious concerns about gay men who prey upon vulnerable young men in their 
community.   
The only other instances during which other adults discussed homosexuality were 
when they talked about the challenges of young men such as issues related to coming of 
age, developing their own identity, and awareness of their sexuality.  One HFLE teacher 
talked about the utility of sexuality education in teaching young men about sexuality and 
encouraging young people, particularly, young homosexuals to embrace self-acceptance. 
Other adult participants commented on homosexuality when asked how some young men 
handle their main concerns or interests in a different manner than others and how some 
young men struggle to find their sexual identity and accept it.   
 
Internalized Stigma and Discrimination as a Barrier to SRH Services 
 
The judgement and shame were recurring sub-themes in relation to barriers faced 
by the young men in accessing services.  The youth talked about judgement shown by the 
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healthcare workers in treating young men who seek the SRH services, and the shame they 
feel in having an SRH problem or STI requiring consultation.  Two participants explained 
that some young men around their ages in Georgetown do not want to seek SRH services 
due to fear of judgement by others as well as their own shame.  One focus group member 
explained why some young men might not access SRH services, 
 
“Yeah, fear of being judged … by society, by people out there, by the grown-ups or whatever, I mean 
if you’re going to go… Let’s take for example testing… a guy my age, I walk in there and everybody 
is going to turn and is like what is he doing here yuh know. You don’t want that, you don’t really want 
these eyes on you kind a things. You just wanted to go there, do what you have to do and come back. 
But you have this fear like if you go there now you would see somebody you know … you know you 
feel a way.  You would feel shame, and you feel as though alright this person will know something 
about me or something. I think it’s the same thing for condoms as well, yuh know, like if you’re to go 
into a store, or anywhere were condoms are available I don’t think you would see. Y’all ever see a 
small child selling condoms or a small person giving out condoms? No it’s mostly adults who have 
these things available. So when you go for these things again, (laughs) yuh know yuh is don’t really 
wanna ask for it again because yuh know, you’re gonna be giving out this impression that you’re 
sexually active and then they’re gonna think something about you.  So it’s the same thing. You don’t 
want dey know. You don’t want them to know your business.” - Young Male, 18 yrs. old 
 
Another young man commented on why young men do not seek SRH services, 
 
“Some of them might be ashamed to say what’s bothering them” - Young Man-in-School, aged 15–18 
 
One focus group of out-of-school young men unanimously agreed that age is a 
factor in prohibiting guys like them from getting condoms in Georgetown.  Other reasons 
cited by the youth groups were parental consent, shame, fear of being judged, the 
inability to read, being homeless, service, hours, and fees. 
Interestingly, the group of mothers made no mention of the following issues:  
Breach of confidentiality, self-medication/treatment, and stigmatized health services.  
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A few other adult respondents felt that the young men themselves represented the 
major barrier in not accessing the services, even in light of the various SRH-related 
challenges mentioned by the same participants throughout the course of their interviews.  
A mentor and high school teacher believes that the young men are conscious of the fact 
that people observe who goes to health clinics that offer STI services and they fear being 
judged negatively if seen there, 
“As it is there is so much out there, knowledge information is readily available, what might stop them 
is they don’t want people to think, their own thoughts on what people might think about them… They 
don’t want people to think, oh they’re promiscuous, you know when they go to seek these services, 
they might think “oh only someone who is promiscuous would go for screening and testing” and all of 
that… Or they don’t want someone to think that they are actually exposed, they have been exposed, 
because it might be the general conclusion that “oh he has HIV he is going to the clinic” you know 
that might be another factor too… (anything else?)... No.” - High School Teacher, aged 35–49 
 
 
Discriminatory Policy/Practices related to Proper/Attire for services 
 
The issue of young men requiring proper attire and demeanor to be admitted for 
SRH services was discussed by the program implementers. While the youth and parents 
made no mention of any policies or practices regarding proper attire as a barrier to young 
men accessing services, a few of the program-affiliated respondents did. 
 
“One’s demeanor may stop them also. Their physical appearance such as dress…  Service providers 
expect clients to carry themselves in a certain way. They expect them to come tidey with long pants, a 
t-shirt, at least (not vest- tank top) , they must have sneakers or proper sandals. Even if they are old 
they must be clean. I’ve had cases where YM have said that service providers have sent YM away 
telling them that they must tidy up to receive services.” We now have YM who call themselves 
“thugs”. They feel they must carry their pants on their butt, difficult to take off earring to get a job, go 
to health services, etc… The respect that they get is more important than a job, health & social 
services.” - Male Social Worker & CBO Staff, aged 35–49 
 
 
Some implementers alluded to the fact that when young people approach 
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healthcare facilities in their school uniform, it only serves to reinforce the notion that they 
are too young to be having sex and seeking SRH services.  One of the participants 
explained, 
 
“It’s not so difficult for school age young people to get I think, access to VCT and sexual health 
services because the notion is once you still in school, once you wear the school uniform, what are 
you thinking about having sex, right so…, I think it needs to be more present at like events, social 
events that target young people and so on.” - Afro-Guyanese Male, Programme Coordinator, aged 25–
34 
 
 
Age-related Discrimination: The Discrepancy between the age of consent (age 16) and 
the age of majority (age 18) 
 
The young men, adults, and program-affiliated respondents raised the issue of 
age-related discrimination concerning youth sexuality as both a barrier to accessing SRH 
services and a violation of human rights.   While the young men acknowledged that their 
age and parental consent was a problem, the adults and program implementers talked 
about the discrepancy between the legal age of consent for sex and the age at which a 
young man can independently access SRH services.  Interestingly, the parents were the 
only group to express confusion about the state of affairs regarding policies about youth 
access to service.  For example, the fathers did not have a clear understanding of the level 
of access young men have to SRH services in Georgetown.  
The youth explained that they are discriminated against due to their age because 
they are too young to access SRH services including STI prevention services without 
parental consent according to the policy even if they are sexually active.   In addition, 
they shared that some healthcare providers, particularly, older women may not be as 
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willing to provide them with needed information due to the belief that the young men are 
too young to be seeking or needing such information or services.  When it came to actual 
rules and regulations that might prevent young men aged 15–18 from accessing services, 
the participants mentioned age as a prohibiting factor.  
“Yea. Age. Sometimes they don’t want give you information because of your age.” - Young Man in 
School, aged 15–18   
 
“Age. You need to be a certain age to buy condoms.” - Young Man, aged 15–18 
 
“Parental consent.” - Young Male, 18 yrs. Old 
 
The father indicated that they were not sure if there are rules prohibiting young 
men from accessing SRH services.  They also made no mention of stigmatized health 
services as a barrier to young men accessing SRH services.   
 
[Are there any rules or regulations exist that prevent young men from accessing SRH services?] 
 
“Pertaining to health center I don’t think so, cause it’s any age.”-Father 
 
“I would say that the community...would say them ain’t ready for then then two morning, young 
people get boyfriend and girlfriend, she got to look after it by she self, it’s either she mother or she 
father, when you look at it it’s two kids really.” - Father 
 
“I’m not sure of this because the age of consent is from 17/16 right? I think they drop it to 16 now, for 
me a 15-year-old will they be able to walk into a health center and ask about these information. But 
right now if you go into one of them health place they wouldn’t help you with the situation unless you 
tell them you get assignment. If a 15-year-old walks into a health center and asks for an AIDS test 
what they gone tell you? I don’t know but definitely think they got some rules against that, they gone 
give he?” - Father 
 
 
Similarly, the responses from the focus group of mothers also revealed their 
relatively limited awareness of the degree of access young men have to SRH services. 
Only one group member offered this individual response,  
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“The age of consent to have sex is 16. So they have access to information early.” - Mother 
 
However, the responses from the focus groups of both parents indicated their relatively 
limited awareness of the degree of access young men have to healthcare services.  The 
moderators asked the entire group of mothers if such rules exist and everyone agreed by 
consensus that no such prohibitive rules or regulations exist.  
When asked if there are any rules or regulations that might prohibit young men 
from accessing services, the adult comparison group members offered these responses: 
 
“No we ain’ got no rules and regulations. I think if we had some we might be better off. If we had 
some we might be better off but we in got none at all.  We just lawless.  We lawless. We lawless.”       
- Vocational Teacher, age 50+ 
 
“I don't think there is in any rules in term of...Well, in terms or...all like cigarettes, you can’t sell an 
underage child cigarettes or alcohol... I don't think there is any rules when it comes to sex and it’s just 
self-awareness whereby you are conscious of people knowing what you are about to do, what you 
perhaps should not be doing or the other flip side of that is you being boastful and proud about... To 
me cost in terms of buying condoms...”. - Afro-Guyanese Mentor, aged 25–34 
 
However, the sentiments of the program-affiliated respondents conveyed how 
discriminatory attitudes towards young sexually active people translate into 
discriminatory, SRH-related policies, practices, and attitudes towards sexually and non-
sexually active young men. 
 
[What are some things that people do or say that might prevent young men from getting information 
or services related to sexual health?] 
 
“One’s demeanor may stop them. Their physical appearance such as dress. Service providers expect 
clients to carry themselves in a certain way. They expect them to come tidey with long pants, a t-shirt, 
at least (not vest), they must have sneakers or proper sandals. (may be old but clean) Even if they are 
old they must be clean. I’ve had cases where YM have said that service providers have send YM away 
telling them that they must tidy up to receive services. We now have YM who call themselves 
“thugs”. They feel they must carry their pants on their butt, difficult to take off earring to get a job, go 
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to health services, etc. They now have an earring with a chain for those who have gone to prison as a 
sign of achievement. The respect that they get is more important than a job, health & social services.” 
- Male Social Worker & CBO Staff, aged 35–49 
 
[Do opinions that exist in the community keep young men getting information or services that could 
help them to remain sexually healthy in Georgetown?] 
 
“Opinions (on young men’s part) that nobody cares for them. You look at the hospital, it rundown. 
You look at the part of what I had to do when I was doing HIV is that all of the health centers had a, 
had a big billboard outside, no short pants, no t shirts with slogans right, no spaghetti straps, no this, 
no that, so the young people done know that they are not welcome, you go to the schools, you know 
there is nothing in the schools that will make schooling attractive, that's why I mentioned the state of 
the toilets, the state of the school building are run down so when young people look at the institutions 
supposedly set up for their benefit, the run down nature, the authoritarian behavior, the attitudes that 
we are picking up indirectly and directly, let them know that they don't know nobody, they don't care 
about them, they just going through the motions. What I'm trying to say is outreach so you got to let 
people know that you are serious and that is why this is now a good time for this because with the 
change of government we can actually do things.”- Afro-Guyanese Female, Youth Advocate, age 50+ 
 
 
The comment from the CBO Director reflects not only the age-related 
discrimination faced by the young men as a result of the current attitudes, practices, and 
resulting SRH-related policies for young men but also other violations of human rights. 
 
[What about rules and/or regulations? Are there any that exist that might prevent some young men 
from getting SRH information or services they might need?] 
 
“I have an issue with the age of consent for sex being 16 and the age that a man can work is 18 or a 
young person.   Cause you got to work and be able to provide for a family before you get a family but 
you sexing at 16 and you get a baby and you to wait two years before you could work to mine this 
baby so you going to be doing other things, you not going to be thinking about your health at that 
period in time. You think about looking after a baby, minding a woman when it in meet time for you 
to work yet. So you going to be doing other things and in order to be doing other kinds of work 
without going on the books and all that kind of thing your health is not important.   Doesn’t mean your 
health important there because you’re allowed to have sex at 16 and nobody in going to lock you up. 
So health ain’ important.  I sexing up.  I ain’ got time with that and then I got to look after this girl to 
keep her before a next man start beating it and so that puts pressure on them.  So health, looking after 
health is not important in their lives so you can’t have the age of consent and the age for work at two 
different times, they have to be one and the same time. If I could sex, that means I could get a baby, and 
if I could get a baby that means I got to be working. So who thinking about health at that time. Only 
sex.” - Mixed Race Female Guyanese, age 50+ 
 
 
A program coordinator explained how the community-level social stigma 
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associated with young men seeking SRH services may adversely affect their SRH in the 
long run, 
“I think it’s more a social stigma, it might be far more once said from a distance how people look at 
you, how people talk about you behind your back. I’m sure things get back to young people’s parents 
and their relatives and things like that, I see your son or daughter here, there, at the corner shop buying 
condoms and that sort of thing and so on. I imagine it’s that sort of thing, social stigma against young 
people exploring and enjoying their sexuality. I think too, human relationships among teens are very 
much from the pond so it’s still not acceptable for school age, even in the age of 15 and so on to be 
like, dating openly and so on. So, you know, the inhibitions on young people to be free and expressing 
their sexualities is that, there is still a notion that now is not the time to think about girls and boys and 
so on, focus on the books and studies and so on. So young people are generally incapable of any kind 
of work, personal life balance … You know what’s funny, we expect when people get older their 
supposed to cultivate that balance but you don’t expect it to be groomed you expect that while you’re 
going to school and until you finish the university and until you leave my house all of that, all you will 
do is schoolwork. But then when that’s done you’re supposed to magically be able to balance your 
work and personal life… it’s contradictory, um, it doesn’t help young people in the long run um, yea.” 
- Afro-Guyanese Male, Programme Coordinator, aged 25–34 
 
 
He added that the attitudes and behaviors of staff may deter the young man who is 
seeking healthcare services, 
 
“A guy finally has the guts to get some services, goes to the health service provider and goes up to the 
gate and the security guard says sorry sir you can't come in look at the sign, no rubber slippers, no 
vests or sleeveless, no short pants, those are some of the things he encounters. Let’s say he gets past 
that, then he has to face the issue of not having an advocate to help him through the process of what he 
goes there for. Let’s say he had a slight burning in his penis, who does he go to first? no client 
advocate. somebody who they can come to first, that they can speak to privately to help them.” - Afro-
Guyanese Male, Programme Coordinator, aged 25–34 
 
“It is not only the dress code but is they attitude of the service providers to people if they are not 
dressed properly or they might be a little smelly or... yea yea yea, because part of what they have to be 
done is that people have to understand the youth friendly services meant how you were actually 
dealing with young people and you have to deal with them in a welcoming way… the first thing they 
start doing is rowing and fretting and harassing their children (when they-service providers- get home 
from work) so… their eyes don't light up when they see their children and their children's eyes don't 
light up when they see that because of how they communicating.  That is happening in the home when 
children come out your belly then that's what service providers do so you know. People don't really 
think.”- Afro-Guyanese Male, Community Based Social Worker, aged 35–49 
 
 
“I think sometimes the whole stigma of being there when it’s available Most of that information is 
available at health centres. You might have some people that are really… peer stigma. To a lesser 
extend there might be the reluctance of the older adults around them to make that information 
  
251 
available to them less it kinda hastens their activity and their drive for sexual activity, sexual 
stimulation and sexual information in general so there is always that going on. But right now because 
of how lots of families are structure they boys learn to recognize that there is a gap in how the 
information is coming to me that I think I need because of these things that are happening to me 
naturally. They turn to whatever is happening at their peer level (if they have a problem they go to 
their peer 1st). Sometimes it’s the peers and the movies, those are the people that provide their 
information.” - Afro-Guyanese Male, Community Based Social Worker, aged 35–49 
 
“…especially school age young men, school age. Even if you’re in 6th form, once you’ve just still 
occupied a school uniform 5 days a week and so on, the society doesn’t recognize you as having any 
kind of agency, over your body to make any kind of decisions of your sexual health and stuff like that. 
so, yea.” - Afro-Guyanese Males, Programme Coordinator, aged 25–34 
 
 
This respondent also mentioned the pragmatic issue of confusing policy related to 
youth access to SRH services, 
 
“…there’s a great deal of confusion that exists about um, whether young people are um, young men, 
anybody who is not an adult can access things like vct counselling, condoms, lubricants, 
contraceptives and so on, particularly from a state provider if they’re in their school uniform. If 
they’re in a uniform because then it tells you directly their age. Now if they manage to come out, 
come without a uniform which is difficult if they’re in school then there is a certain hypocrisy that we 
can pretend as if they’re 21. So… for young men, for older youths, older boys who don’t finish CXC 
(standardized high school exit exams) until like about 16 or in the case with me, I never finish 
schooling until about 18, if you’re in your uniform from 9 – 5 and so on and you want to access like 
state services in relation to health or get condoms or anything like that this is where there is confusion 
where nobody, nobody knows or treat you very differently about whether you’re entitled to HIV 
testing, condoms, lubricants, maybe even, I would guess even Anti-retro Viral medication without 
parental consent or presence. And so, I think the National AIDS program HIV Policy says one thing 
and they don’t want to to necessarily publicize whatever that one thing is because of course there is 
religious values and so on. So, this is one of the discrepancies Patricia was pointing out at GRPA 
about particularly all our laws we gather around children are very mixed up so you can’t vote until 
you’re 18, you can’t drink until you’re 18, you can get driver’s license at 17 but you can get married at 
16, age of consent for sex is also 16 so nothing is like standardized so it’s really… Society is trying to 
work on that but politicians um, right now we’re just in all this political kinds of crisis so these sort of 
things don’t seem to be like front burner issues as much anymore but I said all of that to say that when 
it comes to state services I suspect a bit of a confusion and because there is no clear policy which 
articulates or promotes young people coming in for all these different things.” - Afro-Guyanese Male, 
Program Coordinator, aged 25–34 
 
 
Prohibitive Costs for SRH Services as a Discriminatory Practice 
The youth, adults, and implementers cited cost as a barrier to young men 
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accessing SRH information and services, particularly, the condoms.  Some male adults 
claimed there was a time in the recent past when condoms were more widely available at 
more affordable costs in venues like bathrooms where they could be accessed privately.  
However, this is no longer the practice. 
 
“Then the cost of condoms, some condoms are expensive and not as accessible as it should be;...”        
- Broadcaster, aged 35–49 
 
In- and out-of-school youth also commented that the costs related to SRH services 
are a prohibitive factor for young men in accessing the services. 
 
“If they have to pay for it [SRH services] and they don’t have the money.” - Young Man in School 
aged 15–18 
 
“Some of us don’t get money (to buy condoms).” - Young Man Out-of-School, aged 15–18 
 
 
One program implementer provided a more detailed explanation of the 
implications for SRH rights of young men as he contextualized the cost constraints young 
men face due to their limited access to financial resources and the stage of development. 
 
“…One other service has to be health services, at no cost or subsidize cost. We've really done a 
terrible injustice to young men, to people in general… in that age group. Basically you are expected to 
pay for services as an adult without being employed. You're dependent in the 15 to 18 age group. And 
you know, if you look at it from a realistic standpoint, the 15- to 18-year-old person is doing pretty 
much the same set of thing, likely, that the 19 and 24 are doing, likely, with less income. And 
therefore, accessing services for that group is a choice between taking my allowance money and 
putting it towards buying a phone or a gift fu mi girlfriend or whatever a trendy shoe, which is the 
demand of my group, versus paying to go and see a doctor. Because I have a little itch, or I have some 
boils at my in my in my groin and I don’t know anything about it, I’m not going to go ask a doctor 
about that, cause that's a choice between what I wanna do. And I’m thinking I’m a young person if 
something is wrong well, you know. See the main problem is making sure that the services are 
available for that category of young people at almost low cost.” - Male Youth SHR Program 
Coordinator, aged 25–34 
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The Perception that Sexual and Reproductive Health Services are not for boys or men 
 
The adults, program implementers, and policy-affiliated respondents spoke about 
the fact that the SRH services have traditionally been oriented towards women and 
children rather than men.  The interviewees commented that since SRH services are more 
focused on women, there is a perception that they are not necessarily there to support the 
needs of the men.  
 
[What do you think about sexually active young men aged 15–18?] 
 
“I don’t think they have the requisite knowledge and I think it’s many time it’s experiment they’re 
experimenting... It could be a difficult task to get through to them….they don’t need to start at 15.  It 
is proven difficult because young men had never been targeted in this manner, the focus is always on 
the young girls to not make him have sex with you.” - Broadcaster, aged 35–49 
 
“There are so many organizations out there but… they focus more on women and you wouldn’t find 
them saying okay if you’re a boy and you have a problem and you need to discuss and talk about then 
come in, it happens all over…” - Indo-Guyanese Mentor, aged 35–49 
 
 
The perception of SRH services as being for women may prevent the young men 
from seeking them. 
 
 
Non- Male –friendly Service Hours/Approach to service provision as a Discriminatory 
Practice 
 
The SRH service provision hours were cited as possible barriers to services by the 
young men and the program implementers.  The hours of operation for SRH/STI 
prevention services and the manner in which they are offered, were discussed by the 
young and older men with the exception of the fathers who felt that the young men aged 
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15–18 are too young to be seeking SRH services.  The mothers made no mention of 
service hours as a barrier to young men accessing SRH services.  However, one mother 
did cite a “lack of facilities” as a reason the young men do not access services. 
One young man offered a possible reason as to why male youth do not readily 
access SRH services in Georgetown, 
 
“Timings, not having free time.” - Young Man in School, aged 15–18 
  
  The adults suggested that the hours for SRH services and the way SRH services 
are offered could be improved to reach young men who need these services.  One 
participant noted the dire need and demand for SRH services for men, 
 
"Their availability of time at which services are offered… Knowledge about service offered… People 
being trained to deal with sensitive or troubled youth, need to be better equipped to dealing with 
young males… [We] need to deconstruct stereotypes and understand why people act the way they do, 
some can be troublesome, hyper and we need to know how to deal with them." - Male Donor Agency 
Staff Representative, aged 25–34 
 
“…I think people are reaching out, people are desperate, but like I said it's the platform available that I 
don’t think is effective, so I think if a different approach maybe is taken then I can actually see lots of 
young men grasping at the opportunity to be educated, to be guided.” - Indo-Guyanese Mentor, aged 
35–49 
 
 
Limited Access to Condoms and Lubricants 
 
Adult males perceived a lack of available and accessible SRH services for young 
men, particularly the condoms and lubricants. They also suggested that the lubricants 
should be marketed more widely beyond the homosexual community and that access to 
SRH services for male youth should be expanded. 
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“In terms of the health side, like I said, condoms and lubricants, we always forget the lubricants and I 
think lubricants need to be more normalized so they don’t stick out like a sore thumb like if you meet 
the gay and bisexual men because many heterosexual couples who would want to engage in anal sex 
could be young people and telling them not to do it doesn’t stop them and 2. Many heterosexual need 
and use lubrication and so, I think lube needs to be more normalized so it’s not as um stigmatized and 
readily categorized as a MSM thing and services, access to VCT should be very, very accessible and 
accommodating.” - Afro-Guyanese Male, Program Coordinator, aged 25–34 
 
“I think it needs to be more present at like events, social events that target young people and so on.” - 
Afro-Guyanese Males, Program Coordinator, aged 25–34 
 
 
The Implementers’ Response to Stigma, Discrimination and Shame as Barriers to Young 
Men’s SRH  
 The program–affiliated respondents cited several social issues the community is 
grappling with including early fatherhood, fatherlessness, sexuality, sexual and 
reproductive health rights, homophobia, and gender-based violence.  All of these issues 
are addressed by the Program H, an evidence-based male SRH education model 
identified through the program review of this study (see section 2 of findings).   The 
following quote illustrates why the Program H model was so widely endorsed by all 
program implementers and other study participants.  
“It’s not our culture.  You know this program you're talking about is a shift you're looking at. It not 
our culture for young men to go visit the clinic to get stuff.  We have seen it at our side and we are 
happy to say that we are seeing that change… so there has been some slight changes where men are 
now. More men are coming in to get tested every month. We used to see under a hundred men being 
tested monthly now we are seeing near two hundred men being tested. This is due to, other than the 
fact that we are testing more hours… to the fact that they don't feel ashamed to come… in having an 
HIV test, because they realize that they can live a healthy life with HIV and that surely they realize 
they are condoms available there's information is out there, so they come, they get condoms, and they 
come with their partners. So that’s not something that we used to see. But… the services aren't enough 
out there for young men, because they really failed young men in every area, every single area. We 
have promoted a lot of things about young women, we have been promoting things with young men 
yes, but a lot of the work is about gender identification, for the LGBT community and so on. So they 
are even young men who are part of the straight community feeling they don’t have rights anymore. 
So we have not deliberately but we have been really disenfranchising young men because the services 
aren't there. Everything was just geared towards women, so now that we're making a shift its going to 
take a little time for young men to trust that. It’s going to take a bit, this thing that you're are doing… 
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you're not going to see the impact of it the first year. You're going to see the impact of it years down 
the line, with those young men, who you would've worked with so it’s just being able to measure that 
and see the rewards of that later down. We cannot expect to see a change for a one year project that 
took over ten years to create the ills. We can't fix it in one year…” – Female CBO Director, aged 35–
49 
 
 She also mentioned an issue faced by many young men that was previously only 
mentioned by a young MSM respondent; low illiterate populations.  She advocated for 
more client-centered programs.  One young MSM explained how some young men are 
prevented from accessing services due to their low literacy levels. 
“Education. Some may not be able to read or write and should be. That will keep away from accessing 
information on…” - YMSM, age 17 
 
 Interestingly, another implementer expressed the opinion that comprehensive 
sexuality education for men of all sexual orientations will help reduce homophobia. 
“…A proper comprehensive program would also help to reduce the levels of homophobia in the society 
which affects all boys not just gay and bisexual boys. Because of homophobia we have a hardening of 
masculinity in our country where you have to be sure that you have multiple sexual partners, you have 
to be, you have to drink a lot, smoke a lot, drive fast cars and so on all to live up to this masculine 
identity which, which is a testimony to not being gay or bisexual, to prove that.” - Male LBGT focused 
CBO Director, aged 35–49 
 
His comment was reiterated by a young MSM who explained how to improve 
SRH services for the young men, 
 
"...there needs to be an understanding about people’s different sexualities because some people, they 
just judge based on how they see them or from what they have heard personally." - Young MSM, aged 
15–18 
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STI Risks, Vulnerabilities and Protective Factors for Young Men aged 15–18 in 
Georgetown by Socio-ecological Level 
 
As mentioned earlier, the respondents identified risk, vulnerability, and protective 
factors related to STI exposure for young men aged 15–18 in Georgetown at all levels of 
the socio-ecological model of this study.  I will close this chapter with a brief analysis of 
the themes that have emerged as the major influences on sexual health and lives of young 
men within the theoretic framework.  I will articulate the influences within each level and 
explain how they combine to ultimately affect the sexual behaviors of young men and 
elucidate the path to intervention planning.  
Societal Level 
At the societal level, poverty and disenfranchisement, un- or under-employment 
of young men and their guardians, particularly, fathers, SRH-related differences in gender 
socialization, harmful traditional gender norms (e.g. poor health seeking behavior and 
promiscuity among males), drug trafficking, exposure to violence, including gender-
based violence, and the escalating trend of desired early parenthood in this age group are 
perceived as underlying factors related to young men’s risk and vulnerability for STI and 
other poor SRH outcomes.  Additionally, the cultural taboo of talking about sex and 
sexual conservatism was perceived by many respondents as a wide-spread impediment to 
parent-child communication about sex and sexuality.  This makes young men more 
vulnerable to high-risk sexual behaviors as well as STI exposure along with shame and 
judgment concerning their interest in sex, SRH information, and sexual issues. 
Furthermore, the stigma and discrimination associated with sexually active young people, 
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young people seeking SRH information and services, STI/HIV and related services, 
sexual minorities, and young men who have been incarcerated or involved with the law 
also serve as prohibitive factors in terms of young men accessing services.  Most of these 
factors seemed to transcend all socio-economic classes and ethnic backgrounds of young 
men with the exceptions of poverty and unemployment.  Violence was viewed, to a large 
–degree, as disproportionately affecting young men in “depressed” or impoverished 
neighborhoods. 
Policy-Level 
At the policy5 level, stakeholders including young men cited the discrepancy 
between the age of sexual consent (age 16) and the legal age at which the young men are 
permitted to access sexual and reproductive health services (age 18) as both a 
vulnerability to STI and a barrier to the services.  Respondents also noted that prohibitive 
dress codes for entry into public health facilities serve as additional barriers to accessing 
SRH services for young men who may not have the financial means or will (e.g. 
impoverished, marginalized and disenfranchised, ex- gang members, previously 
incarcerated young men, etc.) to dress in accordance with these policies.  The child-labor 
laws and the educational underachievement were mentioned as barriers for some young 
men in finding adequate employment to provide for themselves, their families, and their 
partners, especially, in the case of early fatherhood.   The young men and program-
affiliated respondents also talked about the fact that some young men of low-literacy face 
                                                
5Policy, within the context of this study is defined broadly to encompass both formal or written and 
informal policies, as noted in Chapter 2. 
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challenges in accessing services targeted at the literate populations.  Moreover, the young 
men, parents, and other adults spoke how negative community perceptions about sexual 
activity among young men can translate into discriminatory attitudes from the healthcare 
professionals who, for religious or other personal reasons, feel that young men aged 15–
18 are too young to be interested in SRH information or services or having sex, and 
therefore deter them. 
Program-Level  
Respondents discussed several programmatic barriers to accessing SRH services 
for the young men, namely costs associated with the services including condoms, the 
inconvenient hours of service, and the perception of SRH services as being for women 
and girls only due to their traditional orientation towards these populations.  The adults 
and program-affiliated respondents specifically mentioned that young men of all sexual 
orientations have insufficient access to affordable high-quality condoms and lubricants. 
The only organizations mentioned as having male client–centered programming were The 
Guyana Responsible Parenthood Association, The Society Against Sexual Orientation 
Discrimination, The Men’s Bureau, and a few faith community men’s groups.    
The young men, adults, and other respondents also mentioned that disrespectful 
and unprofessional behavior by the healthcare providers and auxiliary staff keep young 
men from accessing the services.  They specifically mentioned the breaches of 
confidentiality, judgment, and discrimination against sexually active and non-sexually 
active young men who seek SRH information and other services.  
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The young men also shared that the manner in which sex education or Health and 
Family Life Education (HFLE) is currently taught in school does not meet their need for 
straight talk about sex to help them remain safe regardless of whether or not they choose 
to have sex. 
The adults and the program implementers claimed that HFLE does not seem to be 
uniformly provided in all schools, and CBO supplements the curriculum with group 
education sessions that include elements of comprehensive sexuality education in a 
limited number of schools.  Regardless, both the parents and the program-affiliated 
respondents suggested that comprehensive sexuality education should be offered to 
young men.  A few program respondents argued that it should be offered from primary 
school onwards to ensure that all youth get access to it. 
Community-Level  
At the community-level, violence in various forms (e.g. bullying, gang violence, 
police harassment, corporeal punishment, intimate partners violence, sexual 
exploitation/abuse, etc.) and through multiple sources (e.g. music, social media, cell 
phones, TV and movies, etc.) is perceived as playing an influential role in the high-risk 
behaviors and decision-making of young men including sexual behavior.  The 
stigmatization of STI-related health services or undesired diagnosis was also identified as 
a community-wide barrier to young men accessing SRH services. 
The young men, parents, other adults, and the program–affiliated respondents 
signaled that young men in Georgetown have unequal and insufficient access to positive 
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youth development activities such as sports, job-skills development, and other 
constructive activities to develop their Talents, Abilities and Gifts (T.A.G.S), which 
increases the likelihood of the young men engaging in high-risk sexual activities. In 
addition, the participants advocated for mental health support services to assist with 
substance abuse, emotional intelligence development, and relationship challenges. 
School and religious engagement were identified as protective factors against 
high-risk sexual behaviors, while also serving as potential barriers to accessing SRH 
services for young men.  The involvement of the young men in sports and youth clubs 
were also viewed as protective factors as they provide means to young men to access 
SRH and information on other life skills. 
Interpersonal-Level 
At the interpersonal level, the respondents often signaled that the peer pressure 
plays a major role in influencing young men to become sexually active. Along with the 
peer pressure, the participants highlighted social pressure emanating from adult men and 
women in the community and sometimes parents.  These pressures encourage early 
sexual debut and other high-risk sexual behaviors among young men in order to prove 
their manhood through sexual prowess and promiscuity.  The young men, parents, and 
other adults spoke about the influence of “Big Men and Women” in the community who 
encourage them to engage in sex early, and some these men and women also engage in 
intergenerational and transactional sex with young men, effectively violating their human 
rights.  According to young men, parents, and adults, some young men from 
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economically challenged households including young gay men engage in 
transactional/intergenerational sex to contribute to household finances. These and other 
adults were viewed as providing young men with SRH–related information that may or 
may not be accurate or evidence-based but, nonetheless, serves as a primary source of 
SRH information for some young men.  The respondents commented that these factors 
ultimately influence the decision-making of young men and increase their vulnerability to 
high-risk behaviors including sexual behaviors.  
Furthermore, the negative perceptions of sexually active young people were cited 
by the young men, parents, and adults as factors that make young men disinclined to 
actively seek SRH information from adults and healthcare facilities.  In addition, the 
participant narratives revealed the importance of trust for young men when it comes to 
engaging in relationships with adults and other authority figures in the community like 
teachers, mentors, healthcare professionals from whom they might obtain SRH 
information, along with law enforcement officials.  Sadly, their testimonials indicated 
that young men routinely experience breaches of their trust and confidence in the public 
authorities, especially, when interacting with the police and healthcare personnel, 
resulting in further distrust of the public health system. 
The parents were viewed by all categories of respondents including young men 
and parents themselves as having the primary responsibility to talk to young men about 
sex and SRH issues.  They are also viewed as the primary role models for young men 
when it comes to sexual decision-making and behaviors.  At the same time, all the 
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respondents expressed concerns that many parents are ill-equipped to discuss sex with 
their children and also fail to do so, in part, due to the cultural taboo of talking about sex.  
Critically, the responses of the parents to questions about barriers to services indicated 
that although they were aware that many young men are sexually active, they are 
relatively unclear about the young men’s limited legal access to SRH services.  The 
protective interpersonal-level factors cited by the participants include growing up in a 
two-parent led household, having access to a positive male role model, and having 
parents to talk with about sex.  
Individual–Level 
The individual-level risk factors included early sexual debut, insufficient use of 
condom, multiple concurrent sexual partners, transactional/intergenerational sex, and sex 
work involving men and women.  The individual-level vulnerabilities cited by the 
respondents included sexual abuse/exploitation, sexual promiscuity, engaging in group 
sexual activities, self-medication/treatment for STI, migration, involvement with the law 
and /or criminal activity (e.g. theft, drug dealing, sex work, gambling, gang involvement 
etc.), dropping out of school early, not living at home, emotional issues, and suicidal and 
homicidal ideation-related relationship challenges.  The protective barriers for the young 
men as cited by the participants included abstaining from sex, getting tested for HIV with 
their partners, using condoms, and researching SRH information on the internet. 
Summary 
Overall, the local stakeholders mentioned societal factors such as impoverishment 
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and social disenfranchisement, harmful socio-culturally derived normative attitudes, 
behaviors encouraging young men to demonstrate their adherence to heteronormative and 
"hyper-masculine" sexual behavior, fatherlessness and early fatherhood, violence, 
religious indoctrination, culturally-rooted stigma, discrimination, and shame associated 
with youth sexuality, and infringements on the right of young men to access SRH-related  
education and services as have reverberating negative effects on the SRH of young men 
in Georgetown.   For example, the socio-culturally derived normative behaviors of early 
sexual debut, assuming personal and family financial obligations at young ages, and the 
adoption of a high-risk oriented lifestyle along with related attitudes emerged as the key 
underlying risk factors for young men that increase their vulnerability to STI in 
Georgetown.  The STI risk factors for the young men include engaging in sexual activity 
early, typically by ages 7–12, having hetero- and homosexual unprotected oral, vaginal 
and anal sex, not getting tested for HIV, having sex with multiple partners some of who 
are unfamiliar, engaging in: multiple/concurrent sexual partnerships, anal sex, and 
transactional sex or sex work.  The reasons for early sexual initiation among young men 
include fun, sexual urges, the need to demonstrate manhood, pressure from peers, adults, 
women, and girls, and the messages from the media including music.  Notably, the point-
of-view shared by most respondents was that STI/SRH related experiences among the 
young men are shaped by the factors that partially define the socially accepted archetype 
for manhood, expressed through sexual risk-taking by the young men.   
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CHAPTER SIX 
	
	
Chapter 6: Discussion/ Public Health Implications 
 
The following chapter presents a discussion of how this study’s findings 
contribute to what is known about young men’s risks, vulnerabilities and protective 
factors regarding STI/SRH in Guyana along with recommendations for future research 
and the implications of public health practice.  
 
Discussion  
Previous studies in Guyana and elsewhere indicate that male high-risk sexual 
behavior is a major contributor to the risk of STI exposure for their partners, particularly 
disadvantaged sexually active females and homosexual males (1, 2, 3).  Furthermore, STI 
represents a significant health burden to adolescent males in their own right (4). While 
the factors associated with STI/HIV in Guyana have been explored in populations of 
adolescents, self-identified gay males, aged 15–49, and males of reproductive, age 15–49, 
few if any qualitative research studies have focused on young men below age nineteen 
using a socio-ecological model (5).  As a result, there is a paucity of evidence upon which 
to base effective client informed and centered programming that responds to the gender-
specific needs of these adolescent males.  Therefore, this qualitative study sought to 
further elucidate some of the gender–specific factors associated with STI exposure 
among young men aged 15–18 in Georgetown, Guyana from the perspectives of young 
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and older men along with other community stakeholders (e.g. employers, mentors, 
coaches, neighbors, and representatives of CBO/FBO, government, and donor 
communities). The analytical framework is an expanded version of Bronfenbrenner’s 
socio-ecological model which has been used previously by Pilgrim et al. to review 
protective and risk factors found in adolescent sexual and reproductive health studies 
conducted in the English–speaking Caribbean and DiClemente et al. to examine HIV risk 
factors among African American youth in the United States (2, 5, 6).  The modifications 
to the model facilitated the aim(s) of producing an evidence-based and community 
informed program and policy recommendations (7).  This section summarizes how this 
study’s findings fit into the current knowledge base concerning the contextual factors 
related to young men’s exposure to STI in Georgetown, Guyana and their implications 
for public health practice. 
 
Contribution to the scientific knowledge base 
Much of the data generated from this study further substantiates what is known 
about the risks and vulnerabilities of young men regarding STI exposure and SRH. For 
example, our data points to early ages of sexual debut, inconsistent condom use and poor 
health seeking behaviour among young men.  However, several new insights were 
revealed that have implications for both public health programming and policy, namely: 1) 
the lower than expected average age of sexual debut among young men in Georgetown, 2) 
anal sexual activity among heterosexual young men, 3) intergenerational/ transactional 
relationships between young men and adult women, 4) group sex both in and out of 
  
268 
school settings (e.g. gangs, unsupervised homes), 5) the desire for early fatherhood 
among young men, and 6) young men’s expressed SRH needs. Furthermore, participant 
narratives helped to further elucidate the contextual foundations of young men’s 
experience with STI/SRH management related to other developmental issues impacting 
their health and well-being in Georgetown. 
Average age of sexual debut among young men in Georgetown 
Studies indicate that approximately 14% of young people in Guyana initiate their 
sexual lives before age 15 (8).  Respondents in this study overwhelmingly discussed 
younger average ages of sexual debut for young men in Georgetown that are lower than 
the age 14 which was previously reported in Guyana and elsewhere (8,9).  In our study, 
young men, aged 15–18 and other key stakeholders spoke extensively about how 
culturally–based notions of masculinity and gender roles make young men, aged 15–18 
more vulnerable to STI exposure as well as unintended pregnancy.  According to these 
Georgetown residents, young men attempt to live up to hetero-normative social 
expectations that encourage them to engage in sexual intercourse at ages commonly 
younger than age 15 (on average ages 10–12 with ages as low as 5–7 cited), to 
inconsistently use condoms, to seek multiple sexual partnerships, to self-treat their STI 
symptoms, and not to readily seek help for or complain about health problems or 
concerns in general, inclusive of SRH issues.  
Studies conducted in Jamaica, the Organization of Eastern Caribbean States 
(OECS), and other countries in the region including Guyana have had similar findings (2, 
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8, 9, 10, 11).  In fact, contrary to findings about young people in Africa, in which the 
average reported ages are reportedly between aged 14–15, regional studies show that 
boys in the Caribbean tend to initiate their sexual lives at younger ages on average 
younger than their female counterparts (on average ages 12–14) (8).  For example, 
studies in the small island states of the OECS show that the range of ages at first sex for 
young people is from 5 years old to 23 years old.  The lowest age of sexual debut was 
reported as 5 for boys and 8 years old for girls (1).  The patterns repeat those from a 
number of sexual behavior surveys in the Caribbean (12,13) and contrast with many 
regions of the world where females tend to report sex at an earlier age than boys (1).  
This data leads some experts to believe that there is a need to address child abuse and 
early sex among boys as well as girls as early sexual initiation may be one explanation of 
higher rates of HIV among males in the region, particularly OECS countries (1). 
 
Heterosexual anal sex  
Much of the current evidence base focuses on a sub-population of men, MSM, 
many of who are self-identifying as gay, leaving behind those who do not self-identify and, 
critically other men who choose to engage in high-risk sexual activity like anal intercourse 
with their partners when it comes to STI control services.  Regionally, anecdotal evidence 
indicates a rising incidence of heterosexual anal intercourse (14).  In fact, UNICEF’s 2013 
qualitative study reported anal sex among adolescent girls who did not want to get 
pregnant in the Hinterland regions.  However, this study’s desk review found no other data 
from Guyana that identified the self-reported practice of or experimentation with 
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unprotected anal sex among heterosexual adolescent males as proffered by young men in 
this study (9).  Hence, this is the first qualitative study conducted in Guyana to find that 
young men who self-identify as heterosexual are engaging in anal intercourse, a high-risk 
sexual activity.  Our approach to capturing data permitted participants to speak freely 
about the types of sexual activities that their peers are engaging in, thereby allowing us to 
access to information about male youth’s high-risk sexual activities without requiring that 
they associate themselves personally with these activities. Using standardized open-ended 
questions permitted participants to focus on their perceptions of young men’s risk 
behaviours rather than sexual orientation.   
 
Group sex  
Young and adult men, as well as teachers and program-affiliated respondents, 
talked about how young men are engaging in group sex both in and outside of the school 
setting (e.g. gangs, unsupervised homes).  According to participants, in school young 
men are being pressured to participate in group sex gain acceptance into certain social 
cliques while outside of school they are pressured in order to gain entry into street gangs 
or to prove their manhood to their peers by having sex with one or multiple girls at the 
same time. Our review found no other studies in the region with such findings.  Friedman 
et al. found a positive association between marijuana and cocaine use among African 
American and Latina young women, leading some authors to believe that “heterosexual 
and group sex among young people- particularly in societies in which these activities are 
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particularly marginalized” may be associated with “disinhibition related to drug use” (as 
cited in 15). 
 
Intergenerational/transactional relationships between young men and adult women in 
Georgetown 
While intergenerational/transactional sexual relationships are well documented 
between young girls and older men along with homosexual intergenerational sexual 
relationships between males, such relationships are rarely documented among young men 
and older women.  In a 2001 study in Jamaica which focused on the worst forms of child 
trafficking, The International Labor Organization (ILO) reported that young street boys, 
aged 10–18 called “Chapses”, were known to be sexually exploited and financially 
supported by older “Sugar Mommas” who engaged in transactional sex in exchange for 
school supplies and fees, clothes, outings, treats and holidays (vacations), gifts, money 
and a higher standard of living (16).  This literature review showed no such evidence in 
the Guyanese context.  Yet, our study revealed evidence of a normative pattern of 
intergenerational sex between adolescent males and adult women.  As with young women, 
this scenario could place young men in a similar predicament of vulnerability to STI 
exposure due to power differentials between themselves and their sexual partners when it 
comes to condom negotiation. In this instance, the power differential is primarily related 
to differences in age and economic status.  However, gender does play a role due to 
hetero-normative masculine norms that encourage high-risk sexual behavior including 
unprotected sex (17–23). 
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The Desire for Early fatherhood  
The approach of over-sampling adult men to complete the picture of what is 
happening in the lives of young men proved effective for contextualizing some of the 
SRH-related drivers for young men’s vulnerability to STI exposure.  For example, young 
men along with other adults shared that early fatherhood is actually a desired SRH 
outcome for some young men for various reasons (e.g. to prove manhood, to receive 
government subsidies, etc.).   To the contrary, studies conducted by Chevanne and 
Herbert with young men in Jamaica indicated that most young men indeed do not want to 
become fathers early (20). 
SRH Service Needs of Young men 
Our study is also the first in Guyana to specifically solicit young men’s 
perspective on SRH service needs.  In Hicks 2007 study in Guyana, which included men 
of reproductive age, including young men aged 15–18, data suggested that both young 
and older men wanted and were in need of SRH information and services (24).  In this 
regard, our young men and adult participants expressed the need for education on sex and 
sexuality, including safer sex practices for those who choose to have sex.  They also 
commented that both group education and one-on-one counselling, including mental 
health counselling sessions were needed. Surprisingly, young men preferred that at least 
some group education sessions be conducted with female participants to permit a 
dialogue on selected subjects.  Young men, adults, and program implementers also 
expressed the need for greater access to low cost or free condoms and lubricants for 
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young men of all sexual orientations, not just young MSM and male & client-centered, 
private and confidential STI testing and treatment services.  
Many of the barriers to SRH services expressed by young men, parents and adults 
were related to the wide-spread community-based religious and moral belief that young 
men aged 15–18 are too young to be having sex and therefore should ideally wait until 
they are “old” or “mature” enough before accessing.  Although parents and other adult 
respondents admitted that this ideal was incongruent with the reality of the lived 
experience of many young men in Georgetown, they also acknowledged that young men 
are indeed in need of SRH education and services since so many are indeed choosing to 
become sexually active at increasingly young ages resulting in an unacceptably high rate 
of early parenthood among young men in this age group. 
The narratives highlighted varying levels of awareness about the policy situation 
related to young men’s access to SRH services among participating stakeholders.  While 
young men and program-affiliated respondents readily spoke to the discrepancy between 
the ages of sexual consent (age 16) and legal independent access to SRH services for 
young men, aged 15–18, parents seems to be unaware of such a discrepancy and under 
the assumption that an early age of sexual consent equates to sufficient access to services 
for sexually active young men to take advantage of them. 
Many of the scant adolescent focus group data were aptly supplemented by the 
narratives created by the “Big Men” or older gentlemen in the community who clearly 
wield considerable influence over young men’s sexual decision making. The adult, 
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particularly men’s dialogue sometimes completed the picture when there were gaps or 
questions identified in the analysis of the young men’s narrative and vice-versa in several 
instances.  For example, in the commentary of an older youth mentor, one could assume 
that the perception of an abundance of single female headed households, is due to the 
reportedly high domestic violence rate in Georgetown. However, one gentleman 
mentioned that many young men’s fathers have left Georgetown to find work either 
overseas or in the bush.  This phenomenon itself has implications for young men’s 
developmental trajectory, the possible influence that adult male migrant workers’ 
lifestyles may have on young men as a model upon which they may be developing their 
own sexual relationships, and their adoption of poor health seeking behaviors.  
 
Corroboration 
Individual risk and Vulnerability 
This study supports much of what is already known about the determinants of STI 
risk and vulnerability for adolescent males, namely-sexual debut before the age of 15, 
inconsistent condom use, multiple sexual partners, poor health seeking behavior, and 
drug and alcohol use, sexual abuse/exploitation, exposure to violence, including 
IPV/GBV, aggression, suicidal ideation, and criminal activity/involvement with the law. 
For example, our findings substantiate the pattern found by Hicks et al. of a declining 
trend in early sexual initiation among men in Guyana by generation (24).  Our 
participants reported slightly younger ages of sexual debut (11–14) than previous 
reported (ages 14–16) and older participants tended to perceive later ages of sexual debut 
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among young men than younger ones (15, 16).  Interestingly, mainly older male 
participants (> age 35) were of the opinion that young men are starting their sexual lives 
at older ages (e.g. 18 years of age) indicating a difference in perception of the level of 
high-risk sexual activity taking place among their younger counterparts.  Weller made a 
similar observation of a disconnect between older and younger generations of Guyanese 
men in terms of lifestyle (17).  Young men in this study also re-iterated their discomfort 
with obtaining condoms in public health venues as in previous studies (15, 16).  And, 
similar to other studies, we also found that young men in Georgetown practice STI self-
treatment (10, 25, 26).  
Peers, Family, Community 
Similar to other studies conducted in Guyana, young men and other community 
stakeholders in Georgetown identified community members such as parents/guardians, 
peers and other adult males and females in the community as significant influencers on 
young men’s sexual decision making and other related behaviors (9, 18, 21).  All 
respondents spoke extensively about the critical role that family and religion play on how 
young men view and approached sexual activity.  These stakeholders, as in studies 
conducted elsewhere, expressed that living at home and with family tends to be a 
protective factor against high-risk sexual behavior for young men as well (22). 
Biddlecom et al., for example, found a correlation between parental supervision and 
young men’s engagement in frequent high-risk sexual activity in Ghana Uganda, Malawi 
and Burkina Faso.  Likewise, both fathers and other adult males in this and other local 
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studies identified parental supervision as a key determinant of both the frequency of 
young men’s high-risk sexual behavior and their engagement in other activities that are 
known to be associated with STI exposure (e.g., criminal activity, drug use/abuse, etc.) (1, 
18,19 ,21–23, 27).  
The topic of insufficient parent-child communication (due to the cultural taboo 
talking about sex, religious indoctrination, and sexual conservatism) also re-emerged 
consistently throughout nearly all interviews conducted in this study as in practically all 
other qualitative studies identified in our review that were conducted in Guyana and 
elsewhere (1, 2, 9).  Interestingly, one qualitative study conducted in Canada that 
explored factors associated with parent child communication regarding sex among Black 
parents identified the gendered nature of [sexual] health communication, and fear and 
uncertainty as obstacles.  The same study found peers as catalysts; open and honest 
dialogue from an early age as a facilitator; media as both a catalyst and a barrier; and 
time constraints to be facilitators of parent-child communication.  However, nearly all 
informants in all cohorts of our study specifically mentioned gender differences in the 
way SRH related information is conveyed to boys versus girls, fears and concerns that 
parents and other adults have about talking to young people about sex resulting in 
inadequate communication as barriers to services; and the added burden that some single 
and economically disadvantaged parents face in ensuring that their sons are adequately 
cared for and safeguarded as vulnerabilities to STI exposure.  
Our findings also support the growing evidence base highlighting the critical 
importance of parental involvement in adolescent SRH interventions.  In fact, participants, 
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including parents, overwhelmingly agreed that parents are in dire need of parenting 
themselves, SRH education and advice on how best to talk to their children about what 
they are learning from the music and media with or without them.  In fact, our findings 
highlight some of the underlying factors contributing to the challenges that parents in 
Georgetown are facing in communicating with their sons such as traditionally conserve 
attitudes towards sex relative to the messaging that is being imported through media 
sources to their children, religious indoctrination, and the negative impact of legacy of 
early parenthood on parent-child SRH-related communication. 
All categories of participants in this study agreed that family plays a critical role 
in when young men become sexually active and whether or not they become involved in 
other high-risk behaviors.  In fact, from our respondents’ perspectives, experiencing 
family violence, substance abuse, or mental health problems are also associated with an 
earlier sexual debut, having multiple sexual partners, and reduced likelihood of using 
condoms among young males as previously reported in Caribbean (28).  They also 
commented that some parents in Georgetown are modeling high-risk sexual behavior 
such as promiscuity and drug and alcohol use in front of their children. Young men, 
parents, and other adults in this study actually spoke to routine and normalized parental 
lifestyles and behaviors that directly contradict protective messages against STI exposure. 
A recent, UNICEF qualitative study with most vulnerable youth also showed that young 
people in low income and economically depressed areas of Georgetown have single 
parents who have multiple partners indulge in alcohol and drug consumption in front of 
their children, and neglect their children.  In the same study participants described a 
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narrowing generational gap between parents and children in Guyana, in which parents 
dress like and party with their children (9).  Other studies have also described instances in 
which parents may be contributing to high-risk sexual activity among adolescents by 
permitting or encouraging child transactional sex or sex work or by living in close living 
quarters in which young people are more prone to mistakenly seeing their parents 
involved in sexual activity (21,18).  In his qualitative research on young men in 
Georgetown, Chevannes noted a high incidence of female headed homes, common law 
relationships, and many overcrowded homes inhabited by more than one family.  He 
attributed the lack of privacy to the close proximity of the houses in Georgetown. It is 
perhaps this proximity that is the cause of some young men being exposed to sex by their 
parents at such young ages as young male respondents in this study described. 
Religion & Ethnicity 
Previous research also suggests that for this population of young people, religious 
teaching plays a significant role in reducing their pre-marital sexual activity, in 
decreasing permissive attitudes towards sexual behavior and increasing their intentions 
about retaining their virginity until marriage in young people aged 12–20 in Guyana (29). 
However, our findings present varied results.  While most respondents, including young 
men, discussed religious involvement and indoctrination as a protective factor, some 
others, namely program affiliated adults mentioned that religion is also presenting a 
barrier to accessing SRH information and services for those young men who desire 
accurate unbiased information about their own sexual development and challenges.  
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These perceptions are likely substantiated by the perception of STI/HIV by some faith 
leadership as a result of immoral sexual activity (30–31). 
Empirical evidence from Guyana also indicates that religion and ethnicity may 
bear a significant influence on whether or not people engage in multiple sexual 
partnerships or adhere to religious indoctrination such as monogamous relationships. 
Notably, one study reported that East Indians, Muslims, and Hindus engage in lower risk 
behaviors, while Africans and Christians engage in riskier behaviors and asserts that “the 
Guyanese generally are not highly promiscuous”.  While respondents in our study at 
times made distinctions between some of the vulnerabilities of young men, aged 15–18 in 
Georgetown, they sometimes signalled greater vulnerability among Afro-Guyanese 
young men due to issues like coming from a single-parent home; living in “depressed” 
areas; not living at home; gang involvement; and greater challenges with obtaining 
employment, and with police profiling and harassment. Interestingly, Lowe et al. also 
found neighborhood characteristics to be associated with depression in adolescents in 
Jamaica and to a lesser extent in The Bahamas, St. Vincent and St Kitts and Nevis.  Indo-
Guyanese young men were perceived by some participants as having greater challenges 
with suicidal ideation although other participants indicated that it is becoming an 
increasing problem for all young men, with both the young men of the out of school and 
YMSM focus group discussion specifically mentioning it as an issue that needs to be 
addressed (32). 
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Other Protective Factors  
Participant responses also implicitly validated the widely documented notion that 
family connectedness, religious involvement and education engagement/achievement 
serve as protective factors against high-risk sexual behavior and hence STI exposure (2). 
Significantly, participants, particularly adult males such as high school teachers and 
coaches talked about other protective factors that were also mentioned as potential 
vulnerabilities under the “wrong” circumstances such as: the influence of family, peers, 
and older adults in the community; religious involvement; accessing the internet for 
SRH-related information; and remaining “at home”.  However, the narrative concerning 
where and how young men obtain SRH related information seems to vary slightly 
throughout the region.  For example, a recent qualitative research study in the OECS 
found that young males reported a preference for talking to their peers rather than their 
parents who sometimes gave them “too much information”.  Young men in our study, 
however, seemed to be most comfortable getting SRH information mainly from more 
experienced, informed, and trusted older males (most likely from ages 20–35) and 
sometimes females in the community.  Our participant’s responses seemed to emphasize 
young men’s desire to access correct information from someone whom they can trust, 
who is non-judgmental, and who will respect their confidentiality. 
Some young male informants in Georgetown reported that many parents are 
unwilling to talk to them about sex and sexuality since culturally it is viewed as a taboo 
subject.  Young men, their parents and adult participants in Georgetown also explained 
that many young men are accessing the internet and using mobile phones to obtain more 
  
281 
information about sex and SRH in the absence of parent-child communication (which 
young men expressed as a preference) as also reported by Allen et al. and others (1, 8). 
Likewise, in school males in Dominica reportedly express the desire for their parents to 
be more willing to discuss sex with them (1). 
As in previous qualitative research with young men, our study’s participants also 
spoke about the significant social pressure placed on young men to prove their manhood 
by becoming sexually active to prove that they are not gay (1, 21–23). In fact, peers, 
parents, and older males (and to a lesser extent older females) were among the most 
frequently cited sources of social pressure to initiate their sexual lives by all informants.  
Internet/Mobile Phones/Social Media-Media and Music: pornography 
In their 2008 comparative analysis of DHS data on youth, Khan and Mishra found 
that in most countries globally, regular exposure of young men to two or more media 
sources is positively associated with having engaged in higher-risk sex in the past 12 
months (20).  Our findings indicate that many young men are perceived as frequently and 
consistently exposed to music, particularly “Jamaican passa passa music”, movies, 
television, the internet, and social media that encourages more sexual activity.  In fact, as 
reported in previous studies in Guyana, some adult male respondents expressed concern 
over the infiltration of “foreign” values into the community that come from international 
media sources (TV, music movies, etc.) that are driving young men towards high-risk 
behaviors that are not traditionally Guyanese (9,33). In addition, qualitatively, Allen and 
colleagues recently found similar data to our study indicating that young men are learning 
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about sex by viewing pornography (8).  One adult male of this study shared that from his 
perspective, viewing pornography may be driving some young men’s preoccupation with 
having more frequent high-risk sex. 
Program 
According to stakeholders in this study, the MOH should offer STI 
prevention/SRH services for young men through: in school and out of school settings, 
sports clubs, youth clubs, workplaces, vocational training schools, churches, health fairs, 
and community centers/neighborhoods to reach as many young men in need of male 
client-centered SRH services as possible.  Similar recommendations have resulted from 
previous investigations in Guyana (9, 31). 
Participants also recommended the use of the following strategies/approaches to 
effectively engage young men in the program: youth/male-friendly services; gender-
sensitive services; comprehensive sexuality education from primary school onward; 
emphasis on participatory approaches; address sexual practices and safety; use of 
innovative IT approaches; one-on-one and group education sessions, led by trained men 
and women of various sexual orientations; edutainment; increase availability of 
affordable condoms; and lubricants; mental health counselling.  Other stakeholder studies 
in Guyana and the region have recommended similar strategies and approaches (17, 33–
37, 45). 
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Insufficiencies with Health and Family Life Education (HFLE) approach 
Health and Family Life Education (HFLE) is the approach used in many schools 
in Georgetown to provide sex education in schools.  As in many countries in the region, 
the curriculum has been evaluated and found to have several obstacles to being 
implemented effectively including challenges with teachers’ comfort level with 
discussing some topics related to sex; challenges with using “the infusion method” to 
integrate material into the regular time-tabled curriculum and the limited reach of the 
program.  Young men in our study expressed dissatisfaction with the manner in which 
sex education is taught in their schools.  Similar to male adolescents in Jamaica and the 
OECS, our focus group participants felt unsatisfied with the way in which sex education 
is currently being taught in schools.  Young men and others commented that the approach 
used is too superficial, focuses on abstinence and does not teach them enough about how 
to remain healthy if they decide to have sex.  Some FGD participants voiced a preference 
to the open discussion format of the FGD as a more effective way to teach them about 
sex education indicating their preference for more participatory teaching methods as in 
other regional study findings (8). 
Health facility-based services 
Young men and other participants in this study also spoke about the reasons for 
many young men’s hesitancy to access SRH services available in health care settings 
citing reasons such as: a lack of awareness about SRH service locations, fear of 
judgement, lack of confidentiality, rude behavior towards them on the part of health care 
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staff, the perception of services as for women, rules about dress code, cost, and being 
notices by others as an STI/SRH client.  Similar concerns have been well documented in 
other studies in Guyana and elsewhere in the region as well (9, 34). 
 
Policy/Practice  
Perhaps one of the most informative aspects of this study is the data generated 
about the barriers to STI prevention/SRH services for young men.  Participant responses 
elucidate several types of barriers to services representing each level of the socio-
ecological model.  At the individual level, they spoke to young men’s feelings of shame 
to seeking STI-related services as well as their concerns about being judged and ill-
treated by service providers and auxiliary staff (e.g., guards, frontline staff, etc.) long 
wait times, and service facilities that do not permit privacy from other clients as reported 
in other studies (9,33,34). 
At the family and community levels, participants commented that talking about 
sex is still taboo in most of Guyanese culture and therefore presents a barrier to young 
men accessing accurate SRH-related information and services, particularly from their 
parents. Notably, young men, parents and other adult community members also talked 
about how negative community perceptions, attitudes and commentary may serve to 
further dissuade young men in need from accessing available services.  They explained 
how community members like parents, faith leaders, other adult women and men as well 
as health care providers in the community discourage young men, aged 15–18 from 
accessing services due to their negative beliefs about young people’s “sexual agency” 
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(despite both the evident sexual activity of some young men and the law permitting them 
to consent to sexual activity at age 16), indicating the need for community-level 
intervention beyond points of service (1). 
As reported in two different studies conducted by Allen and Pilgrim, young men 
and other stakeholders in Georgetown also further validated the notion that at the health 
facility or programmatic level significant barriers still persist that effectively block young 
men of all sexual orientations form readily accessing services as well (2, 8). Similarly, 
our study’s informants cited issues such as long wait times, a lack of confidentiality, non-
integrated and stigmatized STI-related services, the lack of youth-friendly services, 
insufficient male-centered services, and costs related to services.  Indeed, Weller found, 
in his mapping of social welfare interventions in Guyana, that literacy levels among 
young men are a barrier to accessing information as more and more young men fail to 
obtain academic qualifications which they feel are not worth the time and effort and that 
some young male prisoners even refuse to attend classes even though attendance is a 
prerequisite for release (17).  Our study’s participants commented that restrictive 
mandatory dress codes at points of service, the lack of communication materials adapted 
to low and non-literate clients, and insufficient support for young men (who may be 
unfamiliar with services) to navigate services at health care provision sites. On the other 
hand, some participants signalled that in an effort facilitate men who do endeavor to 
access health services some providers actually draw more attention to their presence 
increasing their discomfort with being there.  
  
286 
In most of the English-speaking Caribbean, discrepancies exist between the age of 
consent for sex and access to SRH services for young people (9,33).  Similar findings 
have been documented widely in Guyana and in the wider region, and globally (9,33). 
Our data shows that parents and other adult community members lack a coherent 
understanding of the current policies and practices that effectively block young men from 
SRH services.  Many adults commented that there are no barriers to young men accessing 
services but themselves.  Some even commented that they believe that current policies 
facilitate their access.  This has significant implications for STI prevention among young 
men especially considering the general knowledge that young men are more likely than 
young women to initiate their sexual lives early (1). 
 
Macro-societal Level Factors 
Manhood 
Young and older men in particular spoke about what it takes for young men to be 
considered a “Man” in their community.  In this regard, they mentioned things like being 
a success in school or work, having sex, getting a girlfriend, proving that you can support 
yourself, your girlfriend and/or your family financially, and protecting what is yours.  
The dynamic at play among men in general Guyana is considered a “competition” to see 
who can get the most women that exerts significant social pressure on young men to 
begin and maintain very active sex lives in Georgetown or at least to give others the 
impression they have done so as reported by Chevannes and other authors (21, 22, 36).  
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Differentials in Gender Socialization and SRH 
Gender was discussed by all of this study’s respondents from several vantage 
points.  While young male participants often indirectly mentioned in passing the 
differences in the messages that they receive from parents about becoming sexually 
active in comparison to girls, adult participants proffered much more detail in the 
gendered differences in social-expectations of young men when it comes to their sexual 
development and expression (18, 21, 22, 23).  Respondents shared that young women are 
expected to remain in the home and refrain from becoming sexually active while young 
men are warned not to get anyone pregnant and to use condoms, as reported by Chevanne 
as well. 
However, unlike Chevannes’ finding that the peer group is perceived as being the 
dominant influence on young men’s socialization process, young men and others in 
Georgetown seemed to perceive both peers and older men in the community as having 
comparable influence on their sexual decision making.  Some young and adult men even 
expressed their belief that young men experience greater social pressure than young girls 
to have sex to prove their manhood.  The narrative proffered by young men and other 
stakeholder in Georgetown corroborate the idea that “gender role socialisation poses risks 
for many boys and men and that some are pressured to be sexually active to prove their 
heterosexuality and manhood while males who are forced to have sex with other males 
are unable to speak of their experience, for fear of being ostracized or stigmatized as 
being gay” (8, 18, 21) 
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Socio-economic Status and Disenfranchisement 
Study findings add to a longstanding and well-documented local narrative on the 
devastating effects of poverty on the youth of Guyana, particularly street and 
institutionalized young men (37).  The issues of poverty and social disenfranchisement 
were repeatedly associated with increased risk for and vulnerability to STI and other poor 
SRH outcomes by all study cohorts for many of the same reasons articulated by male and 
female youth in qualitative studies in Haiti, Jamaica and Trinidad (38).  Youth in these 
countries reported risk taking as associated with cultural values, survival, poverty, and 
group membership as did the young men and other participants in Georgetown (38). 
However, in contrast to previous evidence which positively associates young 
men’s practice of having multiple sexual partners with being employed and living in 
households with higher wealth quintiles, our respondents overwhelming seemed to 
associate living in impoverished conditions with putting young men at elevated risk for 
high-risk sexual activity with a few exceptions (39).  A minority of adult participants 
mentioned that they felt that all young men in Georgetown, regardless of their socio-
economic background were at risk for STI exposure simply due to the lack of targeted 
programming for them and their limited access to available SRH services.  Notably, the 
commentary of mothers and other adult men shed light on the community’s concerns 
about the adverse effect that police profiling/harassment and seemingly random arrests of 
young men from “depressed neighborhoods” for “wandering” is having on young men’s 
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sense of public safety as well as their prospects for becoming positively contributing 
members of their society.  
Stigma and Discrimination 
Respondents in this study commented that young men, aged 15–18 in Georgetown 
experience stigma in their communities due to becoming sexually active, seeking SRH 
services at “too young” of an age, having sexual relations with partners perceived as 
socially undesirable by their peers and others, impregnating young women; contracting 
an STI, being perceived as seeking STI or other health services by community members, 
experiencing STI-symptoms, receiving a positive STI diagnosis or pregnancy results, and 
seeking information about sex and self-stigma, as documented in previous studies in 
Guyana, the region and elsewhere (1,9).  Otherwise, young men experience stigma 
related to: being perceived as impoverished or disadvantaged, being un or under educated, 
being unemployed, having been incarcerated, and due to their ethnic background (Afro 
Guyanese), with seemingly even higher, elevated levels of stigma associated with being 
of sexual orientations other than heterosexual, according to this study’s respondents. 
These results are echoed in the findings of Springer and others in Guyana (37).  The 
predominant forms of discriminations negatively impacting young men’s SRH are related 
to their age and their sexual orientation, in the case of sexual minorities. However, all 
young men seem to be subject to discriminatory attitudes and behaviors from themselves, 
their peers, parents and many other community members.  Our study results also validate 
historical findings that young men who have sex with men suffer disproportionately due 
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to a high level of socially and culturally entrenched homophobia (33, 34).   
Gender-based Violence  
Gender-based violence (GBV) and HIV/ STI are linked through gender 
inequalities that compound the biological risks and undoubtedly increase the vulnerability 
of young men and their sexual partners in Guyana (1).  Evidence also shows that 
culturally engrained norms related to masculine expression in the region are drivers of 
violence in the Caribbean and that a relatively large proportion of young men (25%) in 
Guyana think that a husband is justified in beating his wife compared to others (e.g., 19% 
men and 16% women) as well (23, 40).  However, data indicated that the public stigma 
and fear of retaliation associated with reporting domestic violence may be the cause of 
underreporting (40).  GBV in the region also decreases with wealth quintile, from 30 
percent of men in the lowest wealth quintile to 9 percent among those in the highest 
wealth quintile (41).  
      Our study also revealed important findings regarding the potential root causes of 
intimate partner violence (or “domestic violence”, as termed by respondents).  According 
to young men, mothers, and some other adult community members differences between 
the educational background of young men and their partners can lead to episodes of 
violence as well as other more commonly reported issues such as distrust, financial 
problems, and cheating.  Furthermore, as in other studies focusing on young men in the 
region, exposure to domestic violence was also cited by young men as a root cause of 
mental health problems and low educational attainment (45). Some participants, namely 
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young men and mothers, also expressed the belief that some instances of “DV” or “IPV” 
that occur in adolescent relationships in Georgetown occur due to jealousy or insecurity 
related to one partner’s (often the female’s) higher formal education achievement than 
her male partners. Other reasons cited for young men’s aggressive or violent behavior 
with their partners were insecurity about their dating or having sex with other men or 
their girlfriend refusing to have sex with them. While it appeared that some participants 
equated education with a greater ability or tendency to effectively communicate one’s 
thoughts and feelings within the realms of an intimate partner relationships, such data 
was not identified via our literature/desk review. 
One transgendered young man who participated in this study shared that he and 
other YMSM are disliked by members of their community and are frequently assaulted 
verbally and sometimes physically.  As in previous studies, the YMSM group recounted 
incidences in which their friends have been killed due to their sexual orientation or 
cross-dressing, which is illegal in Guyana (29, 30, 45) 
Intimate Partner Violence 
As in previous studies in Guyana, participants, including young men themselves, 
overwhelming agreed that some young men, aged 15–18 are forcing others to have sex or 
raping them. (9)  Allen reported similar findings in a recent qualitative study conducted 
in the OECS in which young men indicated that girls could be more easily “forced to 
have sex” (8). Similarly, a recent qualitative study conducted in South Africa found that 
young men held a strong sense of entitlement having sex with their sexual partners as 
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well (42).  However, global evidence indicates that there exists a great potential for social 
bias against males, including young men, as victims of sexual violence with potentially 
negative ramifications in terms of programming and policies.  Research by the UNICEF 
Innocenti Research Centre into child tracking in South Asia has found that boys often 
have less legal protection from sexual abuse than girls do, and as a result, have limited 
access to services for survivors.  These studies also demonstrate that additional social 
pressure for boys to assert their masculinity can lead to both the perpetration and denial 
of abuse.  UNICEF’s research in South East Asia illustrates how rape and other forms of 
sexual abuse are used by street children and gangs to establish dominance and protect 
territory such as sleeping places (43). Parents and especially adult male respondents in 
our study expressed a great deal of concern for the plight of young male street children 
and for those young men “no longer living at home” in general, citing the high likelihood 
of exploitation, particularly with regard to work and sexual abuse.  One concerning 
observation from our study were some of the perspectives expressed by both young and 
older men of the invalidation of the experience of males as victims of sexual violence, 
especially considering the cyclical nature of sexual violence and abuse. 
Evidence also suggest that sexual exploitation of boys is less prevalent or that 
men are much less likely to report having paid for sex with boys and that both men and 
women are much more likely to “blame the victim” in the case of boys, believing that 
boys had more agency or freedom of choice to become involved in sex work (43).  
Likewise, some male participants in this study indicated that that they are not convinced 
that men can be victims of sexual assault indicating that a similar bias against the 
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possibility of sexual violence towards young men as a violation of their sexual rights 
likely exists in Georgetown.  Finally, in keeping with the masculine ideal that men must 
not express vulnerability or emotion, men are strong and can fight; if they experience 
pain- they do not show it or talk about it”, Clarfelt recently observed “a prevalent and 
problematic belief linked to typical conceptions of manhood that men cannot be abused, 
physically, sexually or otherwise (34, 41) This makes it unlikely that existing social 
protection policies are not being effectively enforced to the benefit of young men. (42).   
Violence 
Young men and their parents in Georgetown, similarly to other study findings in 
Guyana and the region, commented that young men commonly confront violence due to 
bullying, involvement with gangs, police profiling and harassment, exposure to domestic 
and intimate partner violence; and similarly to young women, sexual abuse in the home 
environment or elsewhere in the community (1, 9, 36, 37).  For example, Plummer found 
that "avoiding being targeted by a group, on the one hand, and being accepted by peers, 
belonging to a peer group, and gaining the protection of a group, on the other, are 
important issues for boys as they develop' as a key finding his exploratory masculinities 
research among young men in Trinidad and Tobago (23). He also reported the 
discrediting of - “soft masculinities” (e.g. gentle, intellectual, and caring masculinities) 
and pressures to prove one’s manhood by acting out - hard masculinities act in concert to 
promote “hyper-masculinities” as a part of young men’s passage into manhood through 
involvement in violence and crime (23). 
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Intergenerational/Transactional Sex/Sexual Molestation/ Incest 
Child sexual abuse is a significant and growing problem in the Caribbean and 
while girls represent the majority of victims (of male perpetrators), boys are known to 
also be commonly abused (46).  In Jamaica, young men called as “Chapses” are similarly 
known to have “Sugar Mammas”.  Young and adult males indicated that a similar and 
commonplace practice exists in Georgetown.  These young men are meeting their basic 
needs in the face of poverty to acquire material possessions such as clothes, phones, etc.  
This dynamic is more widely documented about their female counterparts and has 
implications for the structure of sexual networks in Georgetown and hence STI 
prevention and control efforts.  However, the phenomenon of homosexual 
intergenerational and transactional sexual relationships among young men seems to be 
much more widely reported in the region (1).  Indeed, study participants, especially 
young and adult men and mothers spoke at length about the eminent threat of some "Big 
Men" in Georgetown taking advantage of young men from economically disadvantaged 
backgrounds.  However, informants notably did not mention "Big Women" in this regard 
unless probed signalling a potential social and cultural bias regarding sexual exploitation 
of young men.  According to a PAHO Regional Situational Analysis on Adolescent 
Sexual and Reproductive Health, data from the Dutch Overseas Territories shows that 
more young males (35%) than females (15%) reported transactional sex, "possibly 
indicating the need to pay greater attention to transactional sex among boys" (1).    
First sexual partners of some boys are also thought to be family members, such as 
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sisters or cousins (48).  Interestingly, the topic of incest was also discussed by a small 
minority of respondents in Georgetown, while a greater amount of concern was expressed 
by adults, particularly mothers about molestation of young men especially in instances 
when they are living in single parent homes headed by women.  
Wellness, Development & Mental Health Support 
Participants cited insufficient recreational or constructive activities; no longer 
living at home; being gay, bi-sexual or transgendered in a small, “conservative” 
homophobic society; and coming from economically disadvantaged household/ 
neighborhood as vulnerabilities related to STI exposure.  However, they also discussed 
broader developmental issues that render young men more vulnerable to STI as well such 
as depression, suicidal ideation, psycho-social/emotional, and employment, job training, 
& entrepreneurship 
Children often become depressed by not just their own personal crisis but by the 
issues affecting their parents with abuse, prolonged unemployment and even murder 
being the main causes of depression in the home (45).  However, boys can be affected by 
their mother’s sadness, especially from physical abuse and their father’s unemployment 
and subsequent loss of a power-base in the home. Young men and other community 
members described scenarios in which young men in Georgetown leave school due to 
exposure to domestic violence. Respondent talked about the desire to assist their mothers 
financially as a reason for dropping out of school and their concerns about the commonly 
held assumption that young men are performing poorly in school due to learning 
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deficiencies instead of mental health challenges due to household instability and/or 
violence. 
Participants commented about a continued need for male mentoring indicating 
potential problems with sustainability or limited reach of existing programs in spite of a 
gradual increase in mentoring programs in Georgetown (17) One of the documented 
challenges facing these types of interventions, however, is that “older men are challenged 
to find common ground as there can be significant variance between the older and 
younger lifestyles” (17).  Adults and programme-affiliated respondents reiterated the 
previously recommended need to recruit, train and retain appropriate male mentors for 
these programs, to provide with the right material and a strategy for conducting more 
effective session, and the need to work with local faith communities to support the 
religious and youth leaders in their attempts to promote healthy lifestyles and coping 
skills in the face of contemporary challenges.  Adults also continually reiterated that 
adolescent males are far less equipped than adults to deal with the complex emotional 
issues associated with relationship intimacy and sexual intercourse as reported elsewhere 
(49).  
Alcohol and drug use are often associated with mental health problems, violence, 
low connectedness to social institutions, transactional sex, sex work, and poverty (1).  In 
the Caribbean, drug trafficking is attracting disaffected and impoverished youth with its 
promise of financial reward, further exposing these young people to ASRH risk factors 
(1).  Our study further validates previous findings from Guyana and other Caribbean 
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countries which reported alcohol use as a “common characteristic of young men’s social 
lives” and marijuana use was reported as more among vulnerable youth in urban settings 
(1,8,50)  Participant responses also corroborate association between early age of first 
sexual debut ,alcohol and drugs use  and the increased risk of suicide, violence, 
delinquency, adolescent pregnancy, transmission of STI and HIV, alcohol and drug abuse 
(1,8,17). 
Engaging in higher-risk sex is positively associated with unemployment in young 
men in all regions, including countries in Latin America and the Caribbean, where a 
reversed pattern is observed for young women (39).  In this regard, our informants, 
particularly out of school young men, parents and adult males, unanimously felt that 
young men, aged 15–18 need support to address their under/unemployment. Respondents 
suggested that more skills training opportunities be offered as well as constructive 
activities that would permit young men to identify their “Talents, Abilities, Gifts and 
Skills”. 
Future Research 
Further research is recommended to gain further insight into similar perspectives 
among a larger and more diverse sub-population of young men representing the 
Amerindian and East Indian communities (under-represented, young male sexual 
minorities such as YMSM and transgender, young men residing outside of Georgetown 
in semi-rural, rural, and hinterland setting).  This is particularly the case if programming 
is to be expanded beyond the proposed pilot phase in Georgetown. 
  
298 
More research is also recommended to shed more light on the extent to which 
young men are engaged in intergenerational and transactional sex with females, sex work, 
and bi-sexual sex, heterosexual experimentation with anal sex and other kinds of sexual 
practices that may negatively impact upon their long-term health and that of their partners 
throughout their life course.  
 Other important questions to be explored based upon this study’s findings include:  
1) What is driving the downward trend in the age of sexual initiation among young men 
in Guyana and why? 
 
2) What structural interventions most effectively reverse the negative impacts of the risks 
and vulnerabilities (i.e. un and under-employment, criminal activity, poverty, 
involvement in constructive recreational activity, etc.) for STI in young men?  
 
3) What programmatic and policy developments or reforms result in greater access to 
SRH services and do they indeed result in a reduction in poor/undesired outcomes such as 
STI and unplanned teen pregnancy? 
 
Study findings indicate that religious involvement could be serving as a barrier to 
SRH services for young men in need of information and services.  We still do not know 
whether or not religious practice is actually serving as a protective factor for young men’s 
SRH and why.  There remains a need to further explore the impact that religion is having 
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on young people vis-à-vis their sexual and reproductive health beyond knowledge and 
attitudes.  This area of inquiry should be explored further including various religious 
denominations and ethnicities. 
The experience of HFLE from the perspective of teachers and young men who 
have benefited should be further explored on an on-going basis to better understand what 
works and does not work from the perspectives of both young people and adults, parents 
and other “Big Men and Women” in the community.  
This study methodology should be replicated outside of Georgetown.  Due to the 
differences in the demographic composition in Georgetown versus other parts of the 
country, findings are likely more reflective of the majority populations in the capital — 
Afro and Mixed Guyanese.  There was a need expressed by the Guyana Ministry of 
Health to better understand the different SRH needs of all young men of all sexual 
orientations in Guyana.  
According to key stakeholders in Georgetown, gender transformative 
programming targeting male youth in Georgetown is needed to address the GBV 
epidemic. If it is implemented and works we need to know how so that it can be scaled up 
to a national program.  After phase one of program implementation, an evaluation should 
be conducted to assess the impact that this intervention had on young men in Georgetown 
and their families and realistic means of scale up developed if required. 
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Implications for practice 
 
The following section presents the meta-themes that emerged from the 
community dialogues, discusses their meaning within the Guyanese context and 
challenges that may be posed in addressing some of these issues. 
1) Theme 1: Poverty and disenfranchisement as the basis for STI vulnerability and risk 
for young men 
 
The national poverty reduction strategy includes strategies to address abject poverty 
in Guyana.  However, poverty is pervasive and scattered through several neighborhoods 
of Georgetown.  Deeply entrenched poverty can only be alleviated over the long-term 
through consistent political will and investment.  Young men’s drive to make “fast cash” 
is at least partly driven by poverty according to key stakeholders.  Therefore, poverty 
reduction is likely the most effective means of addressing the drive to make fast cash 
among young men in Georgetown which is placing them at higher risk for poor SRH 
outcomes, including STI. 
 Poverty has been a long-standing development issue addressed by the Guyanese 
government. In fact, health is included as part of its last poverty development strategy 
2011–2015 that focused on a) high-value employment creation; b) improved standards of 
living; c) dramatic reduction in poverty; d) the rule of law and public safety; e) protection 
of individual constitutional rights; f) investments in human resource development.  This 
national plan outlines several key strategies to mitigate and decrease the burden of 
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poverty in Guyana. It also includes a social safety-net strategy for micro-enterprise. The 
government also seeks to address cross cutting issues such as disaster risk management, 
security, crime and violence, environmental sustainability, literacy, health care and 
improvements for the business environment. 
 Poverty alleviation remains a public-sector challenge in Guyana which entails a 
long term and sustained commitment to reversing long-standing social and economic 
dynamic that perpetuate the cyclical nature of poverty.  This will require an unwavering 
commitment on the part of national authorities to: 
a) De-concentrate the pockets of poverty so readily identified by stakeholders as  
“depressed” areas.  
b) Reduce income inequality  
c) Reduce community-level violence, including media violence 
d) Sensitizing the public about the poverty reduction initiatives  
e) Enforce laws prohibiting the illegal use of guns by youth 
f) Strengthening and improving police and judicial systems, and  
g) Reforming educational systems  
Disenfranchisement takes on different forms in the lives of young men in 
Georgetown, according to key stakeholders.  Key stakeholders have described it, in terms 
of young men’s risks and vulnerabilities for STI as living in depressed neighborhoods, 
growing up without a father figure, low educational achievement, not living at home, and 
being denied access to positive youth development support (e.g. mental health, sports, 
youth development activities) and SRH services. 
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 These forms of disenfranchisement can be addressed through work with male role 
models-mentoring programs, FBO men and youth groups, sports clubs, newly established 
mental health services, social services such as youth homes and orphanages, probation/ 
parole services and the court system, workplaces.  One challenge reported by adult 
stakeholders in this study is that public residential facilities serve as venues in which the 
abuse and exploitation of some vulnerable young men “no longer living at home”. 
Themes 2–4  
• Yes, this is a Man”: Early Sex, Fast Money, and Risk 
• “The Empty Room”: Young Men without male role models 
• “The Empty Room”: Young Men and Early Fatherhood 
 
These three themes are closely linked as they all entail societal level attitudinal and 
behavior norms related to “manhood” or the socially acceptable expression of 
masculinity in Guyana.  As stakeholders described, the concept of manhood in Guyana 
has very definitive characteristics that are in keeping with the notion of “hyper” or 
“hardened”- masculinity which dictates that men are to engage in high-risk lifestyles that 
include high-risk sexual and poor health seeking behavior.  The fact that this remains a 
socio-cultural norm poses a challenge to public health efforts to control the spread of STI.  
Consequently, public health efforts to reduce high-risk behavior are at odds with 
established social norms and must be effectively targeted through behavioral change 
interventions that are client-centered and tailored to meet the needs of target populations 
(Plummer).  In this case, the target populations must be young and adult men, and parents. 
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Long term systemic behavioral and attitudinal change is required to negate these social 
dynamics.  As one program-affiliated respondent stated, this will require long-term 
efforts to reverse societal behavioral trends that have taken at least several decades to 
establish.  Positive modification of these behavioral and attitudinal norms will indeed 
require sustained gender transformative strategies to support the community in navigating 
its transformation into a more gender-sensitive and equitable society in which men are no 
longer held to damaging behavioral standards that often they themselves view as harmful. 
Young men and their communities should be supported in identifying traditional harmful 
gender-based normative behaviors (e.g., GBV, IPV, sexual abuse and exploitation) 
developing action/monitoring plans to address these norms, and taking action to 
eliminated these behaviors.  In effect the stakeholders in this study, including men, have 
asked for support in helping them re-define manhood so that its expression is more 
healthy and beneficial rather than destructive. 
 
Young Men’s Sexual and Reproductive Health: It depends on family, religion, education, 
music and media (or not) 
	
Study findings indicate that from young men and their community’s perspective, 
family and religion play a mediating role in young men’s sexual decision making for 
better or for worse.  The challenge is that whatever interventions that are implemented 
must meet both parents and the FBO community where they are with regard to young 
men’s development and leverage synergies when it comes to strategies, approaches, and 
messaging in support of young men’s SRH. This means ensuring that: a) parents 
themselves are exposed to the content of the curriculum provided to young men in the 
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community to reinforce its messaging, and b) the wider community engaging in gender 
transformative dialogues in order to shift community norms and attitudes that are 
adversely impacting young men’s sexual decision making and behavior. 
Similarly, efforts should be made to introduce the Program “H” and Stepping 
Stones curricula in and outside of the school system.  Its modules could complement the 
health and family life education curriculum in areas where sexuality education is relevant 
and appropriate. More innovative approaches are clearly needed to better engage young 
people in real discussion about sex and sexuality.  Evidently, this has already begun in 
Georgetown on a small scale as the Health and Family Life Education High School 
Teacher explained. She attested to positive changes that she has witnessed among young 
people in general concerning their confidence and self-esteem since she and local CBO 
staff have endeavoured to avail young people of HFLE education in her high school. 
Unfortunately, this curriculum is not being implemented uniformly in all schools.  
However, in areas where it is being implemented not only should it be well 
complemented by the Program “H” - curriculum content, that places a special focus on 
young men’s sexual behavior and gender transformation discussions, but music and 
media components should also be included.  The aim of the media component should be 
to nurture a health-conscious dialogue among young men and adults about sexual 
messaging and responsible decision making.  
Therefore, the following interventions are proposed: the Promundo Program “H” 
curriculum with smaller communities of young men and boys, plus their parents and the 
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Stepping Stones curriculum, that is specifically designed to address community-level 
harmful gender norms that contribute to HIV/STI risk and vulnerability.  The second 
curriculum could be used within various community structures from neighborhoods to 
workplaces and professional/social group settings as addition to a robust behavioral 
change communication and advocacy campaign. 
Incorporating adult males into program interventions could be an effective 
strategy for the Georgetown community to leverage the pre-existing and on-going 
dialogue that they have with young men and fortify these discussions with evidence-
based information that will better serve to protect young men’s SRH.  This strategy may 
also produce better adult male role models from these young men and encourage youth to 
adopt more health-conscious habits.  If the program is implemented within a setting 
where men and boys already come together such as sporting activities/events, it may 
prove effective at forging more positive social cohesion among men and women. 
A second challenge that must be addressed is that of young men transitioning into 
adulthood in the absence of fathers and role models.  Implementers and adult comparison 
group members felt that the program “H” model is a good approach to use in Georgetown 
as it could possibly be used to provide positive role models and evidence-based 
information for young men in town who direly need it.  The only concern expressed 
about implementation was finding men who could serve as those positive deviant role 
models and are willing and able to commit to supporting the program.  One suggestion 
would be to start with social networks like men’s clubs within the FBO community and 
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mentoring programs that already exist in Georgetown.  A second would be to tap into the 
network of male leadership to conduct a training of trainers workshop so there is a 
permanent cadre of men who might be called upon to moderate informed discussions.  
Policy reform must be implemented to address the issue of fatherhood.  Men, 
including young men are in need of support to be more engaged in their children’s lives 
as fathers and to enrich their fatherhood experience.  According to several respondents, 
the government should adopt the policy of offering fatherhood support in the form of 
parenting training to men to address the issue of fatherhood and its various roles beyond 
financial support so they may empower themselves to be more involved in their 
children’s life even if they do not reside with them. 
According to respondents, one of the reasons that so many young men in 
Georgetown are growing up without positive male role models or their fathers is that the 
economic conditions in Georgetown are such that if a man is of low educational 
achievement then they may be required to find decent paying work to meet their financial 
responsibilities (e.g. in the interior of the country or elsewhere) where there are job 
opportunities such as gold mining and logging.  Employment and vocational training 
opportunities in or close to Georgetown should be expanded for low literacy employees. 
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Sex in a violent society 
The Mother’s Guild supports initiatives for parents’ training to engage in 
consistent healthy dialogue with their children about what they are being exposed to 
through various media channels and social networks.  Initiatives such as this program 
offer the opportunity for concerned parents to engage in a structured dialogue around 
their children’s sexual behaviors.  The program also provides a fact-based context 
through which parents are taught to share information with their children.  Lastly, such 
parent-focused initiatives provide the necessary support for them to effectively utilize the 
skills acquired through program participation.  Existing parenting initiatives need to be 
assessed, expanded or replaced in order to address the concerns of young men, their 
parents, and other community stakeholders and to support parents’ desire to know how to 
talk to their children about the sex and the influence of media on their decision making in 
this regard. 
 
Stigma, Discrimination, and Shame: Road blocks to young men’s sexual health 
The government of Guyana has made substantial strides in terms of the policy 
framework that addresses HIV related stigma and discrimination. Policies such as the 
National HIV Policy and the HIV in the Workplace Policy put in place protections for 
persons living with HIV.  Furthermore, health service staff have received quite a bit of 
HIV-related training aimed at reducing HIV-related stigma and discrimination.  In 
addition, organizations such as the U.S. government and The United Nations 
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Development Program (UNDP) provide periodic capacity building workshops for 
government on Human Rights and Stigma and Discrimination. The government must 
continue to provide its staff with continuous capacity building support to address stigma 
and discrimination in the health care, social service, work and judicial/penile system 
setting.  This includes regular staff in-service training for health care providers and 
auxiliary staff, pharmacists, teachers, parole officers, police and corrections officers as 
well as the military.  Initiatives should also include capacity building support to CBO and 
FBO networks as well. 
The GOG could also partner with private organizations like the Guyana Business 
Coalition for Health to gain greater access to workplace peer health programs in order to 
ensure that parents have access to the content of both the Program “H” and Stepping 
Stones curricula content.  
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CHAPTER SEVEN 
  
Chapter 7: Recommendations and Action Steps 
 
The diagram below illustrates the overlapping programmatic elements identified 
in the literature review and those found in the local stakeholder narratives (Diagram 3).   
 
Diagram 3:  Key Programmatic Factors 
 
 
In light of the research findings and the subsequent examination of the major 
themes that emerged from the focus groups and in-depth interviews, key actions are 
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recommended in order to fully address the sexual and reproductive needs of adolescent 
males.  I recommend three main strategic areas be prioritized for action: 1) Gender 
Transformative/Positive Youth Development Programming, 2) Sexual and Reproductive 
Health Rights and 3) Environmental Change. A potential framework for an overall 
national response is included in annex 25. 
 
Action Area 1: Gender Transformative/Positive Youth Development 
1) Implement both the Program “H” and Stepping Curriculum. The Program “H” 
curriculum should be implemented both in and out of school education and 
training settings, sports and recreational settings and with other institutionalized 
young men like in juvenile detention centers and prisons. It should also be 
implemented separately with parents through workplace programs, parent-teacher 
associations, sporting clubs and adult learning institutions. The Stepping Stones 
curriculum should be implemented along with Program “H” curriculum with 
adults in the community as well as decision makers and other leaders to positively 
impact the environment in which young men are adopting more positive behavior 
to provide them with the support needed. (See 6 and 7).  
2) Collaborate with the MOE to integrate Program “H” into positive youth 
development programming outlined in the National Youth Policy. Explore the 
possibility of using the Program “H’ curriculum as part of the core training 
program for the upcoming youth national service program that will employ youth 
as volunteers throughout the country. 
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3) Integrate Program “H” Curriculum into the sports for health program being 
implemented through the MOE with UNICEF. 
4) Work with FBO/CBO, community-based networks, and public/private sector 
employers (e.g. police, military, corrections officers etc.) to conduct training of 
trainers workshops for wide-spread implementation of Program “H” and Stepping 
Stones curricula. 
5) Implement Program “H” and Stepping Stones Curricula in orphanages, youth 
detention centers and prisons with youth and staff. 
6) Implement Stepping Stones Curricula with local policy makers, law enforcement 
authorities, and military leadership. 
Action Area 2: Sexual and Reproductive Health Rights and Wellness 
 
1) Implement a 2 year Pilot Program using The Promundo and Stepping Stone 
Curricula, including the following key steps. The YMM program should first be 
implemented as a two year pilot project in order to assess which strategies and 
approaches work best with young men in Georgetown in practice and need to be 
scaled up accordingly.  It is strongly recommended that a formative assessment be 
conducted in selected intervention areas prior to program implementation to 
identify key factors for consideration to ensure that the program is accepted by the 
community.  The overall program can then be assessed to see what changes need to 
be made to ensure that the program is on track towards achieving its desired 
outcomes and impact indicators.  During this phase, the Program “H” and Stepping 
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Stones curricula can also be pilot tested and assessed for acceptability and 
effectiveness.  
2) Pilot test and assess the effectiveness of the use of innovative participatory 
approaches in educational service delivery. Study participants provided several 
useful suggestions on approaches that might work with young men such as the use 
of peer educators; working with sports organizations; vocational training institutes; 
through schools and universities; working through sports and recreation and youth 
clubs; offering educational and counseling services as part of larger package of 
health and wellness services at community and youth centers and during 
community event like health fairs, at parties and concerts, at malls and other 
community-based gathering; and through street outreach services. 
3) Recruit a diverse program staff comprised of predominantly male role models. 
Although the Program “H” model is designed for older males to conduct education 
and counseling sessions to young males it is recommended that a diverse staff be 
recruited based upon study findings. Both the young men and adult study 
participants expressed the need for not only adult male staff but females and other 
staff members representative of the young men in Georgetown in all of their 
diversity to allow the program to better respond to the SRH support needs of 
young men. (e.g., gay men and other men who have sex with men and transgender 
staff as well if possible). 
4) Establish and maintain key partnerships for program implementation through 
periodic updates on program progress, actively seeking on-going community 
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feedback on the program and on-going communication with community networks 
about information related to young male sexual and general development issues. 
The program should be an integral part of the MOH men’s health and adolescent 
health program and maintain close linkages with MOE, MLHSS, MLA, MHA and 
other ministry program that actively engage male populations including young 
men. The program should also make special efforts to partner with other programs 
targeting youth in general and well as adolescent girls (see annex 26).  
5) Implement a comprehensive Monitoring and Evaluation Plan to ensure that 
program successes and lessons learned are documents and published. This study 
should be considered and used as the first of many phases of the YMM program’s 
M&E Plan and should be immediately followed by the development of a detailed 
research design (see step #7) and the conducting of formative assessment prior to 
implementation.  The M&E Plan should include a robust and comprehensive 
program evaluation plan with a rigorous research design that feeds into a broader 
national men’s health research agenda. For example, some of the MOH may 
choose to include some metrics (i.e. those related to changing gender norms) in 
other population-based data collection exercises such as the BSS, DHS, national 
youth surveys or the MIC) in addition to integrating them into routine 
programmatic data collection systems (see annex 25 for Illustrative Outcomes and 
Behavioral Change Frameworks). 
6) Apply a quasi-experimental research design to the program to establish and 
document what works best for STI prevention and SRH programming and policy 
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work supporting young men in Guyana. The application of a quasi-experimental 
research design from the start of the YMM program’s pilot phase will likely ensure 
that the program’s successes are systematically and more rigorously documented. 
It is suggested that the MOH and GRPA engage a qualified academic institution at 
the outset of the program to secure the requisite research expertise prior to program 
implementation.  This can ensure that the research design is well integrated into 
program implementation and carries less of a risk of burdening or obstructing 
program implementation processes. 
7) Training of trainers workshops should be offered routinely to ensure a consistent 
supply of trained human resources from which the program can draw support. 
Conduct on-going training of trainers workshops for key program partners 
including, CBO/FBO networks, government agencies, over site committee 
members and community stakeholders.  Since staff turnover may be high training 
of trainers opportunities should be made more readily available than periodically 
as funding is made available to invite trainers external to the program.  While this 
may be periodically necessary (e.g. every 2-4 years) the program should not be 
dependent on such trainings.  A network of master trainers for both the Promundo 
and Stepping Stones curricula should be established and maintained in Guyana as 
local resources to continue TOT events as needed. An alternative means of 
ensuring that TOT is more readily available is to actively ensure that recordings 
are made available to a wide array of stakeholders as well as television and radio 
broadcasters to ensure wide dissemination and viewing. In addition, measures 
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should be included that ensure the quality and fidelity of training is maintained 
throughout the process (e.g. capacity-building evaluation). 
8) Conduct on-going participatory monitoring and periodic programmatic 
assessments. Program feedback mechanisms should be established and maintained 
to ensure that beneficiaries’ input is continuously taken into consideration and 
incorporated into program planning and implementation processes.  Community 
feedback as well as the programs’ progress towards selected process and outcome 
indicators should be disseminated to key stakeholders on a continuous basis 
through stakeholder meetings, including the over site committee as well as 
community based meeting and events.  
9)  Establish a robust community-based referral system to increase the uptake of SRH, 
including STI-related prevention, care and treatment, and mental health support 
services among young men. Because young men do not traditionally access clinic-
based health services due to the social, cultural and other factors identified by 
study participants, the YMM program will rely heavily on an effective referral 
system to link young men in STI prevention/SRH services. 
10)  Ensure that community and clinic-based health and social service information 
systems capture and track data relevant to young male service uptake throughout 
the STI-related service delivery continuum, including psycho-social support 
11)  Use innovative technologies to support the use of a multi-media BCC strategy 
targeting young men. According to local stakeholders most young men in 
Georgetown are connected to social media, the internet, TV and the radio. These 
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modalities should be exploited using the guidance of the above-mentioned youth 
advisory panel to effectively diffuse program messaging to young men and other 
designated target audiences. 
12)  Implement and coordinate planned communication activities to ensure that 
advocacy, messaging, and related activities across a wide range of audiences 
reinforce each other using multi-media medial platform, including social media. 
The program should capitalize on the synergies between other programs as well as 
its own activities to maximize its reach and impact with young men. 
13) Prioritize training for: Health Personal, Social Workers and Counselors, Teachers, 
Program Staff, Parents, and CBO/FBO staff related in the Program “H” and 
Stepping Stones curricula. 
14) Provide training in male-centered STI prevention/SRH health care service 
provision for care providers such a physicians, nurses, auxiliary staff, pharmacists 
and other partners. The MOH and GRPA should take immediate steps to integrate 
service provision for young men in all their diversity into training for clinical staff 
and other service providers.  Every effort should be made to ensure that young men 
who make it to service delivery sites are welcomed with the recognition of the 
effort it has taken for them to garner the courage to seek services to address their 
SRH problems and to support them in developing and maintain a personal risk 
reduction plan.  The education and sensitization of health personnel in not only 
young male-centered service delivery but select components of both the Program 
“H” and Stepping Stones curricula could facilitate reinforcement on BCC 
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messaging for young men as well address community and health services-related 
barriers to young men accessing SRH services. 
15) Ensure that adequate STI treatment, care and prevention commodities are 
procured and earmarked to respond to the projected increase in demand for 
services from young men in Georgetown.  According to a recently conducted 
assessment of young key and vulnerable populations for HIV in Guyana, some 
youth are failing to access HIV testing services due to testing kits being mainly 
earmarked for females participating in the PMTCT program.  The necessary 
logistical arrangements must be made to ensure that when a young man, regardless 
of their sexual orientation, arrives at an STI prevention service provision site the 
requisite commodities are in place to provide the service he is seeking without the 
barriers resulting from stock outs. 
16) Advocate for policy change to facilitate more young men accessing SRH services. 
Advocacy must continue to finally resolve the discrepancy between the legal age 
of sexual consent (age 16) and that at which young men can legally access SRH 
services independently.  This policy gap leaves young men more vulnerable to 
poor SRH outcomes by hindering them from accessing information and services 
that can empower them to protect their SRH and rights.  It also needlessly puts 
health and social welfare professionals at professional and legal risk when faced 
with the challenge of providing needed services to high risk sexually active young 
people.  
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Action Area 3: Environmental Change 
17)  Establish a program oversite committee including community lay persons with a 
vested interest in the health and social development of young men.  This committee 
can play an instrumental role when it comes to program implementation, 
accountability, and sustainability.  It should be comprised of community leaders, 
including members of the target populations and others who have a vested interest 
in the health and well-being of young men in Georgetown. It is important that this 
committee be comprised of men and others from the Georgetown community who 
are well informed about young men’s lives. Other suggested committee members 
are teachers, parents, vocational and other counselors, social workers, orphanage 
staff, police, military, juvenile detention center staff etc. 
18) Maintain the engagement of young and adult men as advisors, champions, and 
advocates for the YMM program.  The MOH and GRPA have successfully 
mobilized quite a few young and adult men in the Georgetown community around 
the YMM program through this study.  It has created a great deal of enthusiasm 
and momentum in terms of grass-root support.  This momentum should be 
maintained through regular reporting and dissemination of information and 
consultation with this as well as an expanded network of men with an interest in 
addressing the long-standing health and well-being issues being faced by young 
men in Georgetown.  According to study participants the identification of male 
role models and potential mentors in the community for training and retreats along 
with the establishing a community-based network of “male role models” will be 
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critical to the program’s success. 
19)  Assess and Engage Target Communities.  Selected target communities should be 
approached and engaged concerning the project prior to implementation to ensure 
that there is adequate community buy-in and support for the program and to initiate 
an ongoing and active feedback mechanism to be maintained throughout the 
duration of the program. 
20) Ensure the active participation of young people throughout the program 
implementation process.  The MOH and GRPA should establish and maintain a 
close partnership with a youth advisory group comprised of mainly young men 
themselves but inclusive of young women as well.  However, it will be important 
to prioritize the views and opinions of young men themselves to ensure the 
program’s success.  This means that young people, particularly young men should 
be supported for their active involvement in research, strategic planning, 
implementation, resource mobilization, monitoring and evaluation processes 
whenever possible.  
21) Promote, advocate for and support the establishment of a community planning 
group for male youth health, well-being and development.  Study findings indicate 
that there is sufficient community interest in addressing the unique development 
challenges faced by adolescent youth in particular.  While such groups may exist 
for adolescents in general, the concerns expressed by this study’s respondents 
signal the need for a special focus on male youth.  The MOH and GRP should find 
ways of supporting such an initiative. 
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22) Promote, advocate for and support the establishment of a parental support 
network focusing on the male adolescent development.  Such a support network 
should offer education and support to assist men in developing their fathering 
skills.  
23) Strengthen alliance between parents, teachers, FBO community and child rights 
advocates to more effectively enforce child protection/sexual abuse policy. The 
government of Guyana has done a considerable amount of work with UN partners 
such as UNICEF and UNFPA to put in place a series of child of child protection 
and child sexual abuse policies over the last 5 years.  GRPA and the MOH could 
play a key role in coordinating key civil society constituencies to ensure that these 
legislative mechanisms are effectively enforced.  
 
Recommended Main Implementing Partners: 
Guyana Ministry of Health/National AIDS Program Secretariat, and  
Guyana Responsible Parenthood Association, (see multi-sectoral partnerships 
framework for line ministry partners). 
 
Recommended Key Partners: UNFPA, UNICEF, PAHO, The Mother’s Guild, 
Volunteer Youth Corps. Youth Challenge/Guyana, The Society against Sexual 
Orientation Discrimination, Artistes in Direct Support, Guyana Inter-faith 
Coalition, Guyana Business Coalition for Health, the University of Guyana, The 
University of the West Indies, PANCAP/CARICOM, (see relevant partner in 
multi-sectoral integration diagram. 
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APPENDICES 
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APPENDIX 1: Curable and Incurable STI 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: WHO World STI Strategy 2010 
Curable and Incurable STI 
Major curable STIs 
Chlamydia trachomatis Chlamydial infection  
Neisseria gonorrhoeae Gonorrhoea 
Treponema pallidum Syphilis 
Haemophilus ducreyi Chancroid 
Trichomonas vaginalis Trichomoniasis 
Major incurable STIs 
Herpes simplex virus Genital herpes 
Human papillomavirus Genital warts,  
cervical carcinoma 
HIV HIV and AIDS 
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APPENDIX 2: Caribbean HIV Statistics 
 
Table 1: Adult HIV Prevalence by Region and Ranking. UNAIDS 2013  
Source: UNAIDS Global GAP Report. 2013 & 2015 
Regions of the World Adult Prevalence Ranking 
Africa 4.7%     (4.7–5.2) 1 
Caribbean 1%      (0.9–1.1) 2 
Eastern Europe & Central Asia  .7%     (0.6–0.9) 3 
Central & South America  0.40% (0.3–0.5) 4 
North America 0.50% (0.4–0.7)  4 
South & South East Asia 0.30% (0.2–0.4)  6 
Oceania  0.20% (0.2–0.3) 6 
Western & Central Europe 0.20%  (0.2–0.2)  8 
Middle East & North Africa  0.10%  (0.1–0.2)  8 
East Asia  0.10%  (0.1–0.1) 10 
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Table 2: Adult HIV Prevalence. Seven Caribbean Countries. UNAIDS 
Source: UNAIDS Global GAP Report. 2013 
Country Prevalence in 2013 
The Bahamas 3.3% (3.2–3.5) 
Barbados  .9% (.8–1.1) 
Cuba <0.1% (0.1–0.1) 
Dominican Republic 0.90% (0.1–1.0) 
Haiti 2.1% (1.9–2.3) 
Jamaica 1.70% (1.1–2.0) 
 
 
Table 3: Prevalence of HIV among Men who have sex with Men (MSM)  
and Female Sex Workers (FSW) in The Caribbean. 2005–2009  
Source: UNAIDS. The Status of HIV in the Caribbean. 2010 
Country HIV Prevalence 
Among MSM 
HIV Prevalence 
Among FSW 
The Bahamas 8.2% NA 
The Dominican Republic 11%* 4.8% 
Guyana 19.4% 17% 
Haiti NA 5% 
Jamaica 32% 5% 
Suriname 6.7% 24% 
Trinidad and Tobago 20% NA 
 
*Survey conducted among gay, transgender and other MSM (GTSM) 2008.                                                                                                                                                                                                                             
NA: Not Available 
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Table 4: Estimated number of people newly infected with HIV (all ages), 2010 and 
2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World Estimated number of 
people newly infected 
with HIV (all ages) 2010 
Estimated number of 
people newly infected 
with HIV (all ages) 2015 
Asia and the Pacific 310,000 300,000 
Eastern and southern 
Africa 
1,100,000 960,000 
Eastern Europe and central 
Asia 
120,000 190,000 
Latin America and the 
Caribbean 
100,000 100,000 
Middle East and North 
Africa 
20,000 21,000 
Western and central Africa 450,000 410,000 
Western and central 
Europe and North America 
92,000 91,000 
Global 2,200,000 2,100,000 
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Table 5: Estimated number of people newly infected with HIV (all ages), 2010 and 
2015 
 
Source: UNAIDS Global GAP Report. 2016 
 
Caribbean country Estimated number of 
people newly infected with 
HIV (all ages), 2010 
Estimated number of people 
newly infected with HIV (all 
ages), 2015 
The Bahamas <500 <500 
Barbados  <200 <200 
Cuba 1700 3100 
Dominican Republic 2300 2000 
Guyana <500 <500 
Haiti 3700 1500 
Jamaica 1600 1700 
Trinidad and Tobago <1000 <500 
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Table 6: Estimated number of children (aged 0–14 years) newly infected with HIV, 
2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World Estimated number of 
children (aged 0–14 
years) newly infected 
with HIV, 2010 
Estimated number of 
children (aged 0–14 
years) newly infected 
with HIV, 2015 
Asia and the Pacific 26,000 19,000 
Eastern and southern 
Africa 
170,000 56,000 
Eastern Europe and central 
Asia 
- - 
Latin America and the 
Caribbean 
4,700 2,100 
 
Middle East and North 
Africa 
2,100 2,100 
Western and central Africa 96,000 66,000 
Western and central 
Europe and North America 
- - 
Global 290,000 150,000 
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Table 7: Estimated number of children (aged 0–14 years) newly infected with HIV, 
2010 and 2015 by country 
Source: UNAIDS Global GAP Report. 2016 
Caribbean country Estimated number of 
children (aged 0–14 
years) newly infected 
with HIV, 2010 
Estimated number of 
children (aged 0–14 
years) newly infected 
with HIV, 2015 
The Bahamas <100 <100 
Barbados  - - 
Cuba <100 <100 
Dominican Republic <500 <100 
Guyana <100 <100 
Haiti 1,900 <500 
Jamaica <100 <100 
Trinidad and Tobago <100 <100 
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Table 8: People living with HIV (all ages), 2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World People living with HIV 
(all ages), 2010 
People living with HIV 
(all ages), 2015 
Asia and the Pacific 4,700,000 5,100,000 
Eastern and southern Africa 17,200,000 19,000,000 
Eastern Europe and central Asia 1,000,000 1,500,000 
Latin America and the 
Caribbean 
1,800,000 2,000,000 
Middle East and North Africa 190,000 230,000 
Western and central Africa 6,300,000 6,500,000 
Western and central Europe and 
North America 
2,100,000 2,400,000 
Global 33,300,000 34,000,000 
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Table 8: People living with HIV (all ages), 2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Caribbean country People living with HIV 
(all ages), 2010 
People living with HIV 
(all ages), 2015 
The Bahamas 7,400 8,100 
Barbados  2,100 2,600 
Cuba 11,000 22,000 
Dominican Republic 80,000 68,000 
Guyana 6,800 7,800 
Haiti 180,000 130,000 
Jamaica 29,000 29,000 
Trinidad and Tobago 10,000 11,000 
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Table 10: Estimated number of people dying from AIDS-related causes (all ages), 
2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World Estimated number of 
people dying from AIDS-
related causes (all ages), 
2010 
Estimated number of 
people dying from AIDS-
related causes (all ages), 
2015 
Asia and the Pacific 240,000 180,000 
Eastern and southern 
Africa 
760,000 470,000 
Eastern Europe and central 
Asia 
38,000 47,000 
Latin America and the 
Caribbean 
60,000 50,000 
Middle East and North 
Africa 
9,500 12,000 
Western and central Africa 370,000 330,000 
Western and central 
Europe and North America 
29,000 22,000 
Global 1,500,000 1,100,000 
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Table 11: Estimated number of people dying from AIDS-related causes (all ages), 
2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Caribbean country Estimated number of 
people dying from AIDS-
related causes (all ages), 
2010 
Estimated number of 
people dying from AIDS-
related causes (all ages), 
2015 
The Bahamas <500 <500 
Barbados  <100 <100 
Cuba <200 <500 
Dominican Republic 5000 3100 
Guyana <200 <200 
Haiti 14,000 8000 
Jamaica 1,400 1,200 
Trinidad and Tobago <500 <500 
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Table 12: Estimated percentage of pregnant women living with HIV who received 
effective antiretroviral medicines to prevent the mother-to-child transmission of 
HIV, 2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World Estimated percentage of 
pregnant women living 
with HIV who received 
effective antiretroviral 
medicines to prevent the 
mother-to-child 
transmission of HIV, 
2010 
Estimated percentage of 
pregnant women living 
with HIV who received 
effective antiretroviral 
medicines to prevent the 
mother-to-child 
transmission of HIV, 
2015 
Asia and the Pacific  39 
Eastern and southern 
Africa 
 90 
Eastern Europe and central 
Asia 
 - 
Latin America and the 
Caribbean 
 88 
Middle East and North 
Africa 
 12 
Western and central Africa  48 
Western and central 
Europe and North America 
 - 
Global  77 
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Table 13: Estimated percentage of pregnant women living with HIV who received 
effective antiretroviral medicines to prevent the mother-to-child transmission of 
HIV, by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Caribbean country Estimated percentage of 
pregnant women living 
with HIV who received 
effective antiretroviral 
medicines to prevent the 
mother-to-child 
transmission of HIV, 
2015 
The Bahamas 50 
Barbados  - 
Cuba >95 
Dominican Republic 72 
Guyana 76 
Haiti >95 
Jamaica >95 
Trinidad and Tobago 63 
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Table 14: Estimated percentage of adults (aged 15 years and older) living with HIV 
receiving antiretroviral therapy 2010 and 2015 by Region  
 
Source: UNAIDS Global GAP Report. 2016 
Regions of the World Estimated percentage of 
adults (aged 15 years and 
older) living with HIV 
receiving antiretroviral 
therapy, 2010 
Estimated percentage of 
adults (aged 15 years and 
older) living with HIV 
receiving antiretroviral 
therapy, 2015 
Asia and the Pacific  41 
Eastern and southern 
Africa 
 53 
Eastern Europe and central 
Asia 
 21 
Latin America and the 
Caribbean 
 55 
Middle East and North 
Africa 
 16 
Western and central Africa  29 
Western and central 
Europe and North America 
 59 
Global  46 
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Table 15: Estimated percentage of adults (aged 15 years and older) living with HIV 
receiving antiretroviral therapy 2010 and 2015 by country 
 
Source: UNAIDS Global GAP Report. 2016 
Caribbean country Estimated percentage of 
adults (aged 15 years and 
older) living with HIV 
receiving antiretroviral 
therapy, 2010 
Estimated percentage of 
adults (aged 15 years and 
older) living with HIV 
receiving antiretroviral 
therapy, 2015 
The Bahamas  37 
Barbados   43 
Cuba  69 
Dominican Republic  46 
Guyana  58 
Haiti  53 
Jamaica  32 
Trinidad and Tobago  61 
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APPENDIX 3: Program Review Summary Table 
 
Summary of Studies on sexual and reproductive health, including HIV/STI prevention & gender transformation 
 
Intervention 
(name, 
reference 
and 
location) 
Target 
population 
Type and /or 
level of 
intervention 
Gender 
perspective 
Research 
design quality 
Outcome indicators and 
levels 
• Knowledge 
• Behaviour 
• Attitudes 
• Relationships 
• Wider context 
O
ve
ra
ll 
ef
fe
ct
iv
en
es
s Comments 
1) Centre for 
Development 
and Population 
Activities 
New Visions 
programme  
Green et al. (2004) 
Egypt 
-Boys and men 12–
20 years old  
-Urban and rural  
-Different levels of 
education 
Group education 
 
- During a six- 
month period, 
participants 
attended 64 
educational sessions 
Gender -
transformative  
 
Moderate 
Quantitative: 
Questionnaire 
Pre- and post-testing  
n = 1477  
•    No control  
•    Analysis method: 
clustering of 
responses into 12 
scales; statistical 
analysis  
Qualitative: 
 
Not reported 
Medium 
 
Knowledge:  
-Increased Knowledge about 
family planning and HIV  
Attitudes:  
-Positive change regarding gender 
roles, equity of attire, work and 
marriage age  
Behaviour:  
-Some self-reported positive change 
related to anger management (not 
gender specific) 
Pr
om
isi
ng
 
-Broad, gender- 
transformative 
curriculum 
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2)  Man2Man  
Sherrow (2003) 
 United States (1) 
 
-Men and boys 15–
19 years old 
 
-Urban 
   
-Low income 
 
Group education 
 
- Fifteen weekly 
two-hour sessions 
delivered to 
groups of 10–12 
participants 
 
- Group sessions 
delivered by men 
for young men on 
personal 
development, 
 life skills and  
fatherhood 
 
-  Over four years, 
more than500 
students participated 
in the programme 
 
Gender- 
transformative 
 
 
 
Limited  
 
- Quantitative: Not 
reported 
Qualitative: Focus 
groups with 
facilitators and 
participants (debriefing at 
end of series of sessions) 
 
-Process analysis 
 
-Cost data 
 
Low 
 
Knowledge:  
-Increased  knowledge of 
transmission of sexually 
transmitted infections  
-Participants reported that the 
intervention was relevant to real life 
Un
cle
ar  -Male role models used  
-Importance of small 
groups 
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3) Sexto Sentido 
(Somos Diferentes 
Somos Iguales) 
 
Solórzano et al. 
(2006) Nicaragua 
 
Young men and 
women ages 13–24 
 
-Community outreach 
and   mobilization 
 
-Nationwide mass- 
media campaign 
(television show and 
radio) 
 
- Weekly telenovela 
(Sexto Sentido) 
 
•    Community-based 
activities: cast visits to 
schools, youth training 
camps 
and information, 
education and 
communication 
materials 
 
•    Call-in radio show 
based on telenovela 
 
•    Newspaper outreach 
 
Gender- 
transformative  
 
      
Moderate 
 
-Quantitative: 
Longitudinal study 
Pre, mid- and post- 
intervention surveys,  
n= 4567 men and women 
13–24 years old, of which 
70% responded to the 
post-intervention survey 
 
-Qualitative: 
 
Focus groups and 
interviews 
 
Mid-intervention 
results available – 
longitudinal analysis 
ongoing 
 
High 
 
Attitudes: 
 
-Greater support for 
gender-equitable attitudes 
 
Behaviour: 
 
I-ncreased communication 
about HIV and sexual 
behaviour 
 
-Increased condom use 
and first-ever HIV test 
Eff
ect
ive
  
-Design: those 
who watched 
TV program more 
regularly (the 
more 
exposed group) 
could be 
predisposed to the 
change 
being attributed to 
the 
intervention 
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4) Cultural, 
community and 
clinical 
approaches to 
preventing HIV 
transmission and 
sexually 
transmitted 
infections among 
men 
  Verma et al. 
(2007)  
  India (1) 
 
-Men 15 years 
and older 
 
-Urban 
 
-Low income 
 
-Integrated Services 
 
-Counselling and 
education 
 
-Provider training 
 
-Referral and linkage 
 
-Community outreach 
and mobilization 
 
-Community activities 
 
- Infrastructure 
 
Gender- 
transformative  
 
 
Moderate  
 
Quantitative:  
 
-Quasi-
experimental 
randomized control; 
surveys and quantitative 
interviews 
 
-Pre- and post-testing 
 
-Number of participants 
not stated; men from 
community and clients 
at sexual health facilities 
-Control community 
-Analysis: not stated  
 
Qualitative:  
 
-Interviews and 
observation of service 
providers 
 
-Pre- and post-testing 
 
Medium  
 
Knowledge: 
 
-Increased  knowledge 
of sexually transmitted 
infections among 
providers 
 
Attitudes: 
 
-Lower hyper-masculinity, 
improved assessment as sexual 
partner 
 
Behaviour: 
 
-Lower self-reported spousal 
abuse 
 
-Six-month data show improved 
attitudes and behaviour 
Pro
mi
sin
g  
-Comprehensive and 
broadly focused com- 
munity and service-
based model  
 
 
5) Climbing into 
Manhood 
Program, 
Grant et al. (2004)  
Kenya (1) 
 
-Adolescent boys 
 
Group education 
 
-Education during 
circumcision seclusion 
period of about one 
week, which included: 
-Peer group 
discussion 
-Videos 
 -Educational board 
games 
 -Youth magazine 
-Evaluation meetings 
 
Gender- 
transformative 
 
   
 Limited  
 
Quantitative: Not 
reported Qualitative: 
Pilot results only; post- 
intervention discussion 
with trainers and 
participants (n = 24) 
 
Medium  
 
Knowledge: Increased knowledge 
about HIV and transmission of 
sexually 
transmitted infections 
 
Attitudes: 
 
Improved self-efficacy to 
resist peer pressure 
Un
cle
ar  
-Clear inclusion of 
questioning traditional 
gender norms within a 
rites of passage 
programme 
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6) MEMA kwa  
Vijana (‘‘Good 
Things for Young 
People’’)  
Doyle, A.M. (2010) 
Tanzania (1) 
 
 
-Young people 15–30 
years old. 
 
-Rural 
 
-Participatory, teacher-led, 
peer-assisted, in-school 
programme, comprising an 
average of 12 forty-minute 
school sessions per year, in 
primary school years 5–7  
 
-Provision of youth-
friendly health services 
with quarterly supervision;  
 
-Community-based 
condom promotion and 
distribution by and for 
youth,  
 
-Limited community-wide 
activities  
 
 
Gender-neutral 
 
High 
 
 
Quantitative:  
 
-Randomized community 
trial 
 
-Cross-sectional survey  
3 and > 8 year follow-up; 
n= 365 males and 326 
females 
 
-Control 
 
-Analysis:  Logistical 
Regression Stratified 
Cluster 
 
Qualitative: 
Not Reported 
 
Medium 
 
-Reduction in the proportion of males 
reporting more than four sexual 
partners in their lifetime 
 
-Increase in reported condom use at 
last sex with a non-regular partner 
among females  
 
-Clear and consistent beneficial 
impact on knowledge, but no 
significant impact on 
reported attitudes to sexual risk, 
reported pregnancies, or other 
reported sexual behaviours. 
 
-No significant impact on the 
prevalence of HIV and other STIs 
either after 3 years or after more than 
8 years 
 
Pro
mi
sin
g  
-Focused on the 
prevalence of HIV, other 
STIs, and pregnancy, and 
on sexual health 
knowledge, attitudes, and 
reported sexual behaviour 
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 7) Young Men’s 
Clinic,  
Kalmuss D. (2008)  
United States (2) 
-Young Men 18–30 Group Education Sessions 
 
3-session SRH educational 
intervention delivered in 
small group community 
settings 
231 young men 
113 intervention 
118 control 
 
Gender neutral Low 
 
Quantitative non-
equivalent control group, 
pre-test/post-test design 
3 month follow-up survey 
Low 
 
Modestly improved use of SRH care 
services 
 
Increased favorable attitudes toward 
condoms 
 
Reduced the number of sex partners 
that men reported in the 3 month 
period following the intervention. 
 
No significant impact on the 
frequency of condom use in the last 3 
months or whether men always used a 
condom when they had sex with 
someone other than their main partner. 
Pro
mi
sin
g -Focused on SRH clinic 
use by men 
8) ‘‘Be Proud! Be 
Responsible!’’,  
Jemmott III J.B et al. 
(2010)  
United States (3) 
-African American 
adolescents aged 13 
to 18 years  
Group Education sessions 
 
Six 50-minute modules of 
developmentally 
appropriate 
interactive activities, films, 
small-group discussions, 
experiential exercises, and 
role-play activities 
delivered in 2 sessions of 3 
modules each. 
 
‘‘Be Proud! Be 
Responsible!’’16 is based 
on social cognitive 
theory,29 the theory of 
reasoned 
action,30,31 and the theory 
of planned behavior. 
32 
Gender Neutral High 
 
-Clustered Randomized 
Control Trial 
 
-3445 adolescents received 
the interventions, 1707 
(863 in the HIV/ STD-
intervention CBOs, and 
844 in the control- 
intervention CBOs) were 
included in the intervention 
groups 
High 
 
-Intervention participants were more 
likely to report consistent condom use 
(odds ratio [OR]=1.39; 95% 
confidence interval [CI]=1.06, 1.84) 
control-intervention participants. 
 
-Intervention participants also 
reported a greater proportion of 
condom protected intercourse 
(b=0.06; 95% CI=0.00, 0.12) than did 
the control group at 3, 6, and 12 
month follow-up 
Eff
ect
ive
 -Consistent 
condom use was 
measured with self-
reports. 
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9) Stepping Stones,  
Jewkes et al. (2008) 
South Africa (2) 
 
-1360 men and 1416 
women aged 15–26 
years, who were 
mostly attending 
schools. 
-50 hour programme to 
improve sexual health 
using participatory learning 
approaches to build 
knowledge, risk awareness, 
and 
communication skills and 
to stimulate critical 
reflection. 
 
-Also addressed social 
determinants such as 
gender roles 
 
-Villages were randomised 
to receive either this or a 
three 
hour intervention on HIV 
and safer sex. Interviewers 
administered 
questionnaires at baseline 
and 12 and 
24 months and blood was 
tested for HIV and HSV-2. 
Gender- 
transformative 
 
High 
 
-Cluster randomised 
controlled trial 
High 
 
-No evidence program lowered the 
incidence of HIV (adjusted incidence 
rate ratio 0.95, 95% confidence 
interval 0.67 to 1.35).  
 
-Program associated with a reduction 
of about 33% in the incidence of 
HSV-2 (0.67, 0.46 to 0.97; P=0.036) 
reduced the number of new HSV-2 
infections over a two-year period by 
34.9 (1.6 to 68.2) per 1000 people 
exposed.  
 
-Significantly improved a number of 
reported risk behaviours in men, with 
a lower proportion of men reporting 
perpetration of intimate partner 
violence across two years of follow-up 
and less transactional sex and problem 
drinking at 
12 months. 
Eff
ect
ive
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10) Yaari-Dosti,, 
Verma et al. (2008) 
India (2) 
 
 
-Young men (16 to 29 
years old) from low-
income urban 
communities in 
Mumbai (n = 537 in 
total at endline) and 
rural communities in 
Gorakhpur (n = 601 
in total at 
endline) 
 
-Peer-led group education 
activities alone (GES)  
 
-GES combined 
with a community-based 
behavior change 
communication campaign 
(GES +LSSM)  
 
-Comparison group 
received a delayed 
intervention. 
Gender- 
transformative 
 
Moderate 
 
-Quasi-experimental 
3 arm design (arm 1 group 
education + lifestyle social 
marketing; arm 2 group 
education; arm 3 
comparison 
Moderate 
 
Behavioral 
 
-Increased condom use at last sex with 
all partners in last 3 months in arm 1 
& 2 compared to arm 3 
 
-Decrease in self–reported STI 
symptoms in arm 1 and arm 2 (p, 
0.05); no change in arm 3 
(comparison) 
 
Attitudinal 
 
-Mean GEM scores improved in arm 1 
and arm 2 although individual items 
varied from improving, not changing, 
and getting worse 
Pr
om
isin
g -Self-selection of study 
participants- may be more 
likely to change than 
those who did not join 
 
-STI outcome measured 
based upon self -reporting 
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11) Explore Study,  
Koblin B. t al 
(2005) 
United States (4) 
-4862 HIV negative 
men who have sex 
with men aged 16 +, 
sexually active 
(engaging in anal 
intercourse) and not 
in monogamous 
relationships  lasting 
2 years or longer with 
a male partner known 
to be HIV sero-
negative. 
-10 one-on-one counselling 
sessions followed by 
maintenance sessions every 
3 months.  
 
-Twice-yearly individual 
counselling.  
 
-Twice-yearly follow-up 
visits included testing for 
HIV antibody and 
assessment of behavioural 
outcomes. 
Gender Neutral High 
 
-Multi-site two-group 
randomised control trial 
High 
 
-18.2% lower rate of acquisition of 
HIV infection 
 
-Significantly decreases in 
unprotected receptive anal intercourse 
with HIV-positive and unknown-
status partners &unprotected anal 
intercourse with HIV-positive and 
unknown-status partners in the first 
12–18 months 
 
Pr
om
isin
g -Non-representative 
sample of MSM in study 
localities 
 
-Non generalizable due to 
recruitment constraints 
due to eligibility critieria.  
Black and Hispanic men, 
younger men, and those 
of lower socioeconomic 
status were less likely to 
enroll in the study, were 
more likely not to be 
eligible for the study 
owing to behavioural 
characteristics, and were 
more likely to be HIV 
infected 
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12) All 4 You,  
Coyle K. et al., (2006)  
United States (5) 
 
Adolescents ages 14–
24 
-Two primary components 
were integrated and 
delivered as a 14–session 
program (about 26 hours 
total): (a) a skills–based 
HIV, other STDs, and 
pregnancy prevention 
curriculum delivered in 
alternative school 
classrooms and (b) 
service–learning activities 
based on social cognitive 
theory (Bandura, 1986), 
theory of reasoned action 
(Fishbein & Ajzen, 1975), 
and the theory of planned 
behavior (Ajzen, 1991 
Gender Neutral High 
 
-Randomized controlled 
trial in 24 alternative 
schools (specifically, 
community day schools) 
located in four large urban 
counties in northern 
California 
 
-Follow–up data were 
collected at 6, 12, and 18 
months after 
baseline 
Medium 
 
-Intervention group less likely to have 
intercourse without a condom in the 
previous 3 months than were students 
in the control group (p = .002) 
  
-Intervention group more likely to use 
condoms during last intercourse 
(p = .006). These effects diminished 
by the 12– and 18–month follow–ups 
 
-No statistically significant 
intervention group differences in the 
number of partners with whom youth 
had intercourse without using a 
condom  
 
No statistically significant effects for 
the remaining secondary outcomes 
(use of alcohol and drugs before 
intercourse previous 3 months, sexual 
initiation, number of times tested for 
HIV and other STDs, pregnancy since 
baseline), though there was a non-
significant trend toward fewer 
pregnancies among youth in the 
intervention group (p = .11) at the 6–
month follow–up.at the 6–month 
follow–up, youth in the intervention 
group also reported a trend toward 
having fewer sexual partners overall 
in the previous 3 months. This 
difference neared significance (p 
= .10), and diminished over time  
Pr
om
isin
g -Conducted in alternative 
school setting. 
 
-No booster sessions 
 
-Short–term effects on 
reducing unprotected 
sexual intercourse, but 
these effects diminished 
with time 
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13) Program H 
Pulerwitz et al. (2006) 
Brazil & India 
Brazil: 
 
-Low income 
 
-Urban based men 
and boys 14–25 
years old 
 
India: 
 
-Low income rural 
and 
urban men 16–24 
years old 
Group education 
 
- Interactive group, 
Educational sessions,  
including: 
  
-Overview and framework 
of the Issues: 
 
   - Videos 
   - More than 70 activities 
 
-Community-wide social 
marketing 
Campaigns 
 
-Six-month focus group 
with youth 
with weekly sessions 
including 
18 exercises and some 
videos 
 
 
Community and society 
Community-level mass-
media campaign 
Gender- 
transformative 
 
Medium 
 
Brazil 
 
Quantitative: 
Survey 
Quasi-experimental 
design in three low income 
communities 
n = 780 
Assessment before the 
intervention and 6 and 12 
months after 
The delayed intervention 
community served as the 
control group 
• Control: one of the 
communities was delayed 
intervention 
• Analysis: chi-square and 
t-test 
Qualitative: 
Couple and individual 
interviews 
n = 18 (6 couples and 6 
young men) 
 
 
India 
Quantitative: 
Pre- and post-test pilot 
phase (n = 107) 
Used Gender-Equitable 
Men Scale plus self-
reported behaviour related 
to gender-based violence 
and HIV transmission 
 
High 
 
Brazil 
 
Attitudes: 
 
-Significant positive changes in 10 of 
17 gender attitude items (using 
Gender-Equitable Men Scale in one 
community and in 13 of 17 items in 
second community  
-No changes in control 
- Changes maintained at one-year 
follow up 
-Interviews with young women 
partners confirmed attitude change 
 
Behaviour: 
 
-Self-reported symptoms of STI 
declined from 23% to 4% in one 
community and from 30% to 6% in 
another 
-No statistically significant change in 
control group; 
-Condom use (last sex with primary 
partner) 
 
-Condom use with all casual partners 
during last month – No change in any 
arm 
 
India 
 
Attitudes: 
 
-Positive changes in gender attitudes 
 
Behaviour: 
 
-Self-reported sexual harassment of 
girls and women declined from 80% 
in the three months prior to the 
intervention to 43% after 
Ef
fec
tiv
e -Program H 
manual and campaigns 
address sexual and 
reproductive health 
(including HIV 
prevention, treatment, 
care and support), 
gender-based violence, 
men’s violence against 
other men, substance use 
and fatherhood 
 
-Ongoing initiatives to 
include questioning 
homophobia and testing 
interventions with young 
men alone, young women 
alone and both combined 
 
-Relied on self- reported 
STI symptoms 
 
-Little power to detect 
change in incident 
infections due to small 
number of positives 
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14) M.A.R.S Male 
Advocates for 
Responsible 
Sexuality,  
Zukoski, A., & 
Cupples, J. B. (2008).  
United States (6) 
 
-Young Men ages 13–
25 in high schools, 
colleges, juvenile 
detention and residen-
tial treatment centers, 
high school 
equivalency pro-
grams, faith-based 
youth groups, and 
alternative youth 
programs. 
 
-Health Education 
Outreach 
 
-Six-session curriculum 
group educations delivered 
by positive role model 
male peer educators aged 
18–35 
 
-Clinic –based health 
education sessions 
 
-Broad-Based Outreach 
and Social Marketing  
 
Gender- 
transformative 
 
 
 
Limited 
 
- Pre/post survey with four 
intervention classrooms 
and three comparison 
classrooms 
 
Low 
 
-Statistically insignificant increase in 
condom use during sex in the last 30 
days 
 
-Statistically Significant decrease in 
the use of some form of contraception 
at last sex in last 30 days. 
Un
cle
ar 
 
-Sampling: recruited 
classrooms, unclear how 
classrooms were selected 
 
-Analysis: Accounted for 
clustering; did not specify 
if controlled for potential 
confounders 
 
15) Men as Partners, 
Ditlopo et al. (2007) 
South Africa (3) 
 
 
-Men across three 
main age groups (15–
24, 25–34 and 35–54) 
 
Group Education 
 
-Educational workshops 
with groups of men in a 
wide variety of settings and 
from many walks of life: 
workplaces, trade unions, 
prisons, faith-based 
organizations, community 
halls, and sporting arenas. 
 
Gender- 
transformative 
 
 
Limited 
 
-Pre & post-intervention 
household probability 
surveys in project areas 
with 2578 respondents (920 
men and 1589 women) 
 
-Pre and Post Workshop 
Participant Survey 
 
Low 
 
- Decreased Consistent condom use 
decreased with a regular partner in the 
last 
6 months (p\0.01) 
Un
cle
ar 
-Design: no comparison 
group, low levels of 
exposure to intervention 
 
-Sampling: convenience 
sample of participants 
recruited at community 
events 
 
-Significant loss-to-
follow-up   
 
-Analysis: did not control 
for potential confounders 
or account for clustering 
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16) Breaking Gender 
Barriers: Changing 
Gender Norms of 
Boys and Men in 
Kenya,  
PATH (2012) 
Kenya (2) 
 
-456 scouts (346 male 
and 110 female) ages 
15 to 18 years 
 
Group Education 
 
-Group Dialogue about 
gender norms 
 
Gender- 
transformative 
 
 
Limited 
 
-Pre/post -test, no 
comparison group 
Low 
 
-Increase in proportion of sexually 
active boys who reported always using 
a condom from 34% to 47 % 
Un
cle
ar -Design: no comparison 
group 
 
-Sampling: recruitment 
unclear, high loss to 
follow up 
 
-Analysis: details on 
analysis approach not 
provided 
17) Joven Noble,  
Tello et al. (2010) 
United States (7) 
 
-Young Men ages 10–
24 
 
Group Education 
 
-10 week education 
curriculum 
 
Gender- 
transformative 
 
 
Limited 
 
-Quasi-experimental design  
 
-Pre- and posttest 
assessment of 683 
adolescent males after each 
educational session 
 
 
Low 
 
-Statistically significant improvement 
in Gender Equitable attitudes 
 
Pro
mi
sin
g -Design: no comparison 
group 
 
-Sampling: recruited from 
schools, probation and 
community programs— 
recruitment methods not 
specified 
18)  Peer versus 
Teacher led group 
education in high 
schools, 
Borgia, P. et al. (2005) 
Italy 
 
-High School Youth 
 
Group Education 
 
Gender Neutral 
 
Limited 
 
-Randomized Control Trial 
of teacher and peer-led 
educational sessions. 
 
-Pre- and post-test 
intervention assessments  
Low 
 
-Peer-led group showed significantly 
higher improvements in HIV 
knowledge 
Un
cle
ar -Sample not large enough 
to reach the desired 
statistical power 
 
-Curriculum not pre-
tested. 
 
-Selection bias with peer-
educators due to teacher 
selection  
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19) Group Education 
in Boarding Schools, 
 Sohail A. et al. (2004) 
Zambia (1) 
 
-416 boys and girls in 
boarding schools ages  
 
Group Education 
 
-Single group sessions of 1 
hour and 45 minutes 
 
Gender Neutral 
Limited 
 
-Quasi-experimental design  
 
-Pre-post intervention test  
 
-6 month follow-up  
Low 
 
-Intervention group were significantly 
less likely to report multiple regular 
partnerships compared with students 
in the control group and also less 
likely to report a casual partner in the 
last 3 months at 6 month follow-up 
 
-Self-reports showed positive changes 
in normative beliefs about abstinence 
immediately after the intervention, 
and these improvements were largely 
sustained at 6 months follow-up.  
 
-Students became more likely to 
approve of condom use and to intend 
using condoms immediately after the 
intervention, but these positive 
outcomes could not be sustained 
by 6 months follow-up.   
Un
cle
ar -Inadequate statistical power 
 
-Students were not 
assigned randomly to the 
intervention or control 
groups 
20) Voluntary 
Counselling and 
Testing & School 
Health Education 
Project,  
Dente MG et al. 
(2005) 
Uganda (1) 
 
-1,312 secondary 
school students 
classified as follows: 
students involved in 
SHE and VCT (group 
1); only in SHE 
(group 2); in neither 
VCT nor SHE (group 
3, control group) 
 
Group Education  
 
-Counselling and Testing 
 
Gender Neutral 
Limited 
 
-Post-test only control 
group study was conducted 
 
Low 
 
-Group 1 and group 2 were less likely 
to have had intercourse with casual 
partners than those of group 3 
(P=0.006) 
 
-No statistically significant differences 
in condom use with both regular and 
casual partners were observed among 
the three groups, although students in 
group 2 were more likely to report 
consistent condom use than students 
in group 1 and group 3.  
 
-No significant differences in condom 
use by gender were observed in all the 
three groups. 
Un
cle
ar -No baseline data collected. 
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21)Life Skills 
Training in China,  
Lou C. et al. (2008) 
China 
-Vocation school 
students  
 
-Mean age 16 
 
-Two schools as the 
intervention groups 
(group A and group 
B) and the other as 
the control (group C).  
 
-Group A was 
provided life skills 
training with core of 
reproductive health 
plus peer education, 
while group B only 
provided life skills 
training 
Group Education Gender Neutral Limited 
 
-Pre-post intervention 
surveys after two terms of 
intervention 
 
Low 
 
-Significant increase in proportions of 
students perceiving risks in getting 
pregnant, infecting STDs and HIV, 
benefits by learning and using 
condom, and self-efficacy in 
contraceptive use 
 
-Decrease in proportions of perceiving 
barriers for condom use in two 
intervention groups; while few similar 
changes in the control group. 
 
Pro
mi
sin
g  
22) Life Skills and 
HIV/AIDS 
Education: Learning 
Program for Grades 
8 –12 
Magnani R et. Al 
(2005) 
South Africa (4) 
 
 
-Youth aged 14–24 
years 
in middle and 
secondary schools. 
Group Education 
 
-Full coverage life skills 
education program 
informed by 
cognitive/social learning 
theoretical frameworks 
 
Gender Neutral 
Medium 
 
-Pre-post intervention 
survey used data from a 
multi-purpose panel survey 
of youth to assess the 
effects of exposure to 
recently enhanced life 
skills initiatives on sexual–
reproductive health and 
HIV/AIDS-related 
knowledge, attitudes and 
behaviors. 
Moderate 
 
-Significant increases in condom use 
at first sex, consistent use, and use at 
last sex.  
 
Pro
mi
sin
g -Only 2 year 
measurement of 
behavioural and 
knowledge outcomes  
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23) HealthWise 
Program,  
Smith E. et al. (2008) 
South Africa (5)  
 
=-2,383 youth 9 
average age 14 from 
low income urban 
area 
Group Education 
 
-Aimed to reduced sexual 
through delayed onset of 
sexual intercourse and a 
higher perception of 
condom availability among 
those who have initiated 
intercourse at some point 
in the past, a decreased rate 
of current sexual 
intercourse, and increased 
rate of condom use. 
 
Gender Neutral 
Limited 
 
-Pre-post test 
 
-Self-administered survey 
data collected using of 
personal digital assistants 
(PDAs) near beginning and 
end of each school year. 
Low 
 
-Significantly increased perception of 
condom availability for both genders. 
Un
cle
ar -Did not account for 
school-level clustering, 
although the intra-class 
correlations for the 
variables in study were 
very low 
  
-Did not obtain data from 
students who had dropped 
out of school or were 
absent on the day of data 
collection 
  
-Did not assign schools to 
treatment condition in a 
completely random 
manner 
 
-Effect sizes tended to be 
small  
 
-Relied on self-reported 
behavior to assess change  
 
-Did not use biological 
measures  
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24) LoveLife & Y-
Centre,  
Pettifor et al. (2005) 
South Africa (6)   
 
-Youth aged 15–25 
years in rural and 
urban areas 
 
-Targeted sexual 
initiation, condom 
use, number of 
partners, gender, and 
social norms 
 
-National media campaign 
Including television, radio, 
outdoor media and print.      
 
-Community mobilization/ 
outreach programmes in 
remote 
areas and schools conduct 
events.  
 
-Comprehensive, 
interactive educational 
programs for 
youth, parents, 
organizations, and 
communities 
 
-Youth Centres offering 
positive lifestyle and 
sexuality training, sports 
and recreational 
activities, computer 
training, and a limited 
range of reproductive 
health and HIV clinical 
services 
 
Gender- 
transformative 
 
High 
 
-Quasi-experimental, 
community based study  
 
-Interviewer administered 
questionnaire and 
biological specimens to test 
for HIV and STIs. 
Low 
 
-Biological no significant differences 
in HIV prevalence by intervention arm 
 
-No significant differences in 
Chlamydia and Gonorrhoea 
prevalence by intervention arm 
 
 
Un
cle
ar  
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25) HIV/AIDS 
prevention through 
peer education and 
support in secondary 
schools, 
Visser, MJ (2007) 
South Africa (7) 
 
 
-Young people 13 and 
20 years with the 
largest group between 
14 and 18 years 
 
-Peer education in 
secondary schools aimed at 
delaying the onset of 
sexual activity and 
promoting condom use 
among sexually active 
learners  
 
-Based on systems theory 
 
Gender Neutral 
Medium 
 
-Quasi-experimental design  
 
-Experimental and control 
group,  
 
-Pre- and post-assessments 
Low 
 
-Reported level of sexual experience 
and sexual activity during the past 
three months remained similar in the 
experimental group over time and 
increased for learners from the control 
group. 
 
- More learners in the control group 
perceived most of their friends to be 
sexually active and using alcohol in 
the post-test than in the pre-test. 
 
Un
cle
ar -Several threats to the 
internal validity of the 
study noted that   
seriously limit the 
conclusions about the 
impact of the intervention 
on learners’ behaviour. 
 
- Self-reported data 
26) African Youth 
Alliance Program, 
Ghana, Uganda, 
Tanzania 
John Snow 
International (2007) 
Ghana, Uganda (2), 
Tanzania 
 
 
 
-Youths ages 17–22 
in three different 
intervention sites 
Included in –school, 
and out of school 
interventions 
 
-Radio, TV newsletter, 
youth friendly clinics, peer 
educators, life skill 
program (in and out of 
school), edutainment 
(sports, drama, poetry, etc.) 
 
Gender Neutral 
Limited 
 
-Post-test-only design 
 
-Compared responses of 
youths in AYA program 
areas with those of youths 
in control areas 
 
-Propensity score matching 
and instrumental variable 
regression.  
 
-Both techniques use 
observational data from a 
single point in time 
 
-Data triangulated to 
increase confidence in the 
results 
Low 
 
-Positive impact on young males’ 
HIV/AIDS knowledge (spontaneous 
responses) and confidence in putting 
on a condom correctly 
Un
cle
ar -Relied on self-reporting 
for exposure to 
intervention and 
outcomes 
 
-Lack of comparable 
baseline data, possible 
dilution of measured 
impact in intervention 
areas owing to young 
people’s mobility and 
their ability to recall 
exposure to interventions 
that were not branded as 
AYA and that may have 
taken place months or 
years earlier. 
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27) African Youth 
Alliance Program, 
(PATH) 
Karim A.M et al. 
(2009) 
Uganda (3) 
 
-Young people aged 
17–22 
 
-Comprehensive 
multicomponent prevention 
program (based in health care 
facilities and community) 
designed to encourage and 
promote healthy SRH 
behaviours including: 
 -Behavior-change 
communication (BCC) 
programs; 
-Youth-friendly clinical 
services; integration of SRH 
interventions with livelihood-
skills training; --Coordination 
of local and national policy 
and advocacy activities for 
SRH of the young; provision 
of institutional capacity 
building among in-country 
implementing partners; and 
establishment of coordination 
mechanisms among 
implementing agencies. 
-Fifty-eight clinics were 
established or enhanced to 
improve their youth-
friendliness, including staff 
training and activities in the 
clinic 
-Peer-educators worked at 
health facilities, in the 
community and in “youth 
talks” 
-Also included an extensive 
community behavior change 
communication component 
 
Gender Neutral 
Limited 
 
-Two variants of post-test-
only evaluation designs: 
the self-reported exposure 
design and the static group 
comparison design. 
Low 
 
-Substantially increased condom use, 
consistency of condom use, and 
contraceptive use among female 
respondents but not among male 
respondents. 
Un
cle
ar 
 -Relied on Self-reported 
results 
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28) Top Reseau 
Population Services 
International (2007) 
Madagascar 
 
-Young People aged 
15–24 
 
-A network of 146 private, 
franchised youth-friendly 
clinics established in seven 
urban sites that were 
affordable, high quality and 
confidential 
 
-Clinics integrated service 
delivery and health 
communication 
 
-Community outreach 
conducted to promote the 
clinics and motivate young 
people to practice safe 
behavior, including peer 
education sessions, mobile 
video units, 
youth debates, radio, and 
television spots 
 
Gender Neutral 
Moderate 
 
-Design: Two cross 
sectional 
surveys 
 
-Sample size: 4,041 
baseline, 9,364 follow-up 
 
-146 health facilities in 
total 
 
-Random household 
sampling from four sites 
at baseline and seven 
sites at follow-up 2 
years after start of 
intervention 
Medium 
 
-Increased proportion of youth 
reporting that they never had sex  
 
-Increased proportion of youth 
reporting secondary abstinence in the 
past 12 months at 2 year follow-up 
Pro
mi
sin
g -Large Sample Size 
 
-No Control Group 
 
-Not Statistically  
 
-Measured no data 
on use of health 
services 
 
-Relied on self-reporting 
 362 
29) 100% Jeune 
Meekers et al. (2005) 
Plautz and Meekers 
(2007) 
Cameroon 
 
-Youth aged 15–24 
years in urban areas 
 
-Multifaceted media and 
interpersonal 
communications 
campaign to promote 
ASRH 
 
-Peers targeted in- and out-
of-school youth with 
informative shows 
conducted at schools and 
youth hangouts 
 
-Campaign themes were 
encouraged by radio 
shows, billboards, 
brochures and print ads, 
and a monthly 
magazine.  
 
-Network of youth-friendly 
condom outlets 
 
Gender Neutral 
Medium 
 
 
-Cross-sectional multi-
stage population based 
survey (no comparison 
group) 
 
-Sample size: 2097 at 
baseline, restricted to 
1956 unmarried; 3627 at 
last follow up, restricted 
to 3370 unmarried 
 
-12 neighborhoods at 
baseline and 20 
neighborhoods at 18- 
and 36-months after start 
of intervention 
Medium 
 
Behavior: 
-Follow-up for males at 18 months/36 
months  
-Had sex in the past year:  no 
significant change/ no significant 
change  
-2 or more partners in past year: no 
significant change/ no significant 
change  
-Ever using condoms: significant 
change/ significant change  
-Condom use at last sex with regular 
Partner: significant change/ significant 
change  
 
Knowledge: 
-Condoms effective for FP: Condoms 
prevent HIV: no significant change/ 
significant change  
-Knows correct condom use: 
significant change/ significant change  
-Friends support youth condom use: 
significant change/ no significant 
change  
-Parents support youth condom use: 
significant change/ significant change  
-Discussed STI/AIDS with friends in 
past year: significant change/ 
significant change  
-Discussed STI/AIDS with others in 
past year: NA/ significant change  
Pro
mi
sin
g -Large sample size 
 
-Long term follow 
up 
 
-No control population 
(though 
dose-response analysis 
conducted) 
 
-Evidence that other on-
going programmes also 
contributed to 
outcomes 
 363 
30) Youth Campaign 
Fonseca-Becker et al. 
(2005) 
Guinea 
 
-Youth aged 15–24 
years in rural and 
urban areas 
 
-Targeted sexual 
initiation, condom 
use, reproductive 
health communication 
 
-Behavior change 
communication campaign 
to prevent STI/HIV and 
unwanted pregnancy 
 
-Condom use 
demonstrations conducted 
by peer educators, tailors, 
hair dressers, and health 
providers 
 
-Dissemination of posters 
and brochures, along with 
community campaign 
events, such as theatre and 
soccer matches 
 
-Peer educators trained to 
reach and refer youth to 
ASRH information 
 
-Advocacy meetings with 
community, government, 
religious and youth leaders 
 
Gender Neutral 
Medium 
 
- Cross-sectional survey 
 
-Sample size: 1,008 
 
-9 health districts 
 
-Post-intervention survey 
only 12 months after 
start of intervention, 
with DHS data from 15 
enumeration areas acting 
as proxy baseline data 
Medium 
 
-Follow-up for males at 18 months/36 
months  
 
Behavior:  
 
-Had sex in the past year: significant 
change/ significant change 
- 2 or more partners in past year: no 
significant change/ no significant 
change  
-Ever using condoms: significant 
change/ significant change  
-Condom use at last sex with regular 
Partner: significant change/ significant 
change 
 
Knowledge:  
-Condoms effective for FP: significant 
change/ significant change  
-Condoms prevent HIV: no significant 
change/ significant change 
-Knows correct condom use: 
significant change/ significant change  
-Friends support youth condom use: 
no significant change/ significant 
change 
-Parents support youth condom use: 
significant change/ significant change  
-Discussed STI/AIDS with friends in 
past year: significant change/ 
significant change 
-Discussed STI/AIDS with others in 
past year: NA/ significant change 
Pro
mi
sin
g  
-Relatively 
large sample size 
 
-No randomized 
assignment of 
intervention 
 
-Differences in 
intervention and 
control groups at 
baseline; proxy 
baseline data not 
necessarily 
representative 
 
-Small sample size; short 
term follow-up 
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31) Peer education 
Svenson et al. (2008) 
Zambia (2) 
 
-Youth aged 15–24 
years 
in rural and urban 
areas 
 
-Targeted sexual 
initiation, 
number of sexual 
partners, condom use, 
knowledge, stigma 
against PLWHA, 
treatment and care of 
HIV/STIs 
 
 
-Peer targeted in- and out-
of-school youth using 
focus group discussions, 
dramas, counseling, 
sensitization programs, 
videos, debates, quizzes, 
media programs, and 
printed materials.  
 
-Peer educators had clear 
objectives and work plan, 
but activities varied across 
sites 
 
-Work at clinics providing 
referrals for youth at youth-
friendly 
corners 
 
-Community participation 
an essential component 
 
Gender Neutral 
Limited 
 
-Cross- sectional 
population-based survey 
(n=1695) 
 
-Used catchment areas to 
compare intervention 
exposed and unexposed 
groups 
Medium 
 
-Exposure to peer education 
associated with higher HIV 
knowledge, increased intentions to use 
condoms, and lower stigma and 
discrimination towards PLWHA 
 
-No association was found between 
exposure to peer education and 
likelihood of having a test performed 
for HIV or other STI diagnosis 
 
-Exposure to peer education 
associated with increased likelihood of 
using a condom at last sex with the 
most recent partner, consistent 
condom use with the most recent 
partner, and decreased number of 
sexual partners in the past four weeks.  
 
-No association was found between 
exposure to peer education and ever 
having sex and age of  
sexual debut 
 
-Overall YPE exposure associated 
with SRH risk reduction behaviors 
and increased diagnosis and treatment 
of highly vulnerable youth. 
Pro
mi
sin
g -Fairly large 
sample size 
 
- Cost-effectiveness 
analysis 
 
-Post-intervention 
Survey only 
  
-Dose–response 
evaluation; results not 
stratified by gender 
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32) IMAGE 
Pronyk et al. (2006) 
South Africa (8) 
 
-Youth aged 14–24 
years in rural areas 
 
-Targeted sexual 
initiation, condom 
use, number of 
partners, gender and 
social norms, 
communication of 
reproductive health, 
HIV testing 
 
-Microfinance for 
establishment of small 
businesses among older 
women (not targeted to 
youth) 
 
-Gender and HIV training 
curriculum 
 
-Community mobilization 
to engage young people 
and men 
 
-Clinic health workers 
received training in HIV 
testing, care 
and support 
 
Gender- 
transformative 
 
High 
 
-Experimental (randomized 
by community) 
 
-Sample size: 647 in cohort 
2, 1,303 in cohort 3 
 
-8 intervention 
communities and eight 
control communities 
 
-3 cohorts in each 
community, at the (1) 
individual _ did not 
target young people, (2) 
household and (3) 
community levels 
Baseline and survey at 2 
years follow-up in cohort 
2 and 3 years in cohort 3 
Low 
 
Cohort 2/Cohort 3  
 
-HIV incidence: no significant change/ 
no significant change 
-Sexual debut: no significant change/ 
no significant change  
-1 sexual partner in last 12 months: no 
significant change/ no significant 
change 
-Unprotected sex non-spousal partner 
(last 12 months): no significant 
change/ no significant change 
 
-Communication with household 
members about sex in past 12 months: 
no significant change/ no significant 
change 
-Comfortable discussing sex in the 
home: no significant change/ no 
significant change  
-Knowledge that healthy-looking 
person can be HIV+: no significant 
change/ no significant change 
-Have had an HIV test: no significant 
change/ no significant change 
-Participation in collective action 
against HIV/AIDS: no significant 
change/ no significant change 
-Self reported experience of intimate 
partner violence: no significant 
change/ no significant change 
Note: No significant results  
Un
cle
ar -Rigorously 
evaluated CRT with  
medium-term follow-up 
 
-Use of biological 
outcomes 
 
-Low power to detect 
changes in HIV incidence 
in subset of young 
people, direct program 
participants  
 
-Cohort 1 were not young 
people 
 
-Not powered to stratify 
by gender in this 
subgroup analysis 
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33) Reducing the 
Risk  
Zimmerman et al. 
(2008) 
United States (8) 
9th–11th grade 
students in the US 
(mostly 14–15 years 
of age) 
‘Reducing the Risk (RtR)’, 
and a modified version: 
16–17 
class sessions during one 
school year delivered by 
specially trained teachers 
and peer leaders. Booster 
session (not described) the 
next year n = RtR: 681. 
Modified RtR 1149; age = 
NR 
 
Non-skills based, HIV 
prevention presumably 
teacher-led: 0–15 class 
sessions (presume current 
practice) 
Gender- 
transformative 
 
Medium 
 
Quasi-experimental design 
Three-year longitudinal 
study that assessed the 
impact of an HIV, 
pregnancy and alcohol 
prevention intervention 
delivered in classrooms. 
Students were followed 
from the beginning of 
ninth grade to the end of 
11th grade; the main 
classroom interventions 
occurred during ninth 
grade, and a booster 
classroom intervention 
occurred during 10th grade. 
The self-administered 
survey data presented here 
are from the first three 
waves of data, which were 
collected near the 
beginning of ninth grade 
(Time 1), the end of ninth 
grade (Time 2) and the end 
of 10th grade (Time 3) 
Low 
 
 
-Reduction in initiation of sexual 
activity over 12–18 months when 
compared with the standard 
school curriculum. 
 
-No greater reduction of sexual 
initiation or an increase in condom 
use. 
 
-No significant differences in 
frequency of condom use or use of 
alcohol with sex 
 
 
Un
cle
ar Implementation bias 
reported 
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34) Community level 
HIV prevention 
intervention for 
adolescents in 
low-income housing 
developments 
Sikkema, K. et al. 
(2005) 
United States (9) 
 
 
-Adolescents aged 
12–17 in 5 low 
income housing 
developments 
(Milwaukee and 
Racine, Wisconsin; 
Roanoke, Virginia; 
and Seattle and 
Tacoma, Washington) 
 
-Multi-site community-
level intervention trial with 
adolescents living in 15 
low-income housing 
developments in five US 
cities. 
 
-Community-level 
intervention, workshop 
intervention, or the 
education-only control 
condition 
 
Gender Neutral 
High 
 
-Randomized, controlled, 
multi-site community-level 
intervention trial 
 
-Baseline (n=1172), short 
term (3 months) (n=865) 
and long term (12–18 
months) (n=763) follow-
ups 
Medium 
 
-Increased use of condoms at last 
intercourse among sexually active 
adolescents who received skills 
training component 
 
-Condom use higher among 
adolescents in the workshop 
developments in comparison with 
control condition adolescents at the 
short-term follow-up  
 
-Adolescents in both the workshop 
and community intervention 
developments used condoms more 
often than control condition 
adolescents at the long-term 
follow-up 
Pro
mi
sin
g -Youth who were lost to 
follow-up had higher 
initial levels of sexual and 
substance use activity 
than those who remained 
in the study cohort 
(although attrition did not 
differ by study 
condition. 
 
-Statistical challenges 
involved by utilizing 
group randomization of 
developments within 
cities when small sample 
sizes result, as shown in 
examining the condom 
use outcome 
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35) Stepping Stones,  
Jewkes et al. 
South Africa (9) 
 
 
-Men 18–49 
 
-Control villages received 
HIV prevention—more 
limited version of 
Stepping Stones 
Intervention (see # 9 
above) 
 
Gender- 
transformative 
 
High 
 
-Village cluster 
randomized 
control trial 
 
High 
 
-Condom use at last sex (without error 
or breakage): No change 
AOR (95 % CI) at 12 months: 1.26 
(0.92, 1.74) AOR (95 % CI) at 
24 months: 0.88 (0.64, 1.21) 
 
-Number of partners in past year: 
decreased but not significant AOR 
(95 % CI) at 12 months: -0.008 
(-0.033, 0.0001) AOR (95 % CI) at 
24 months: -0.005 (-0.023, 0.0003) 
 
-Any casual partners in the last 
12 months: decrease but not 
significant AOR (95 % CI) at 12 
months: 0.79 (0.59, 1.05) AOR (95 % 
CI) at 24 months: 0.85 (0.62,1.15) 
 
-Transactional sex (purchasing sex 
since last interview)  
-Statistically significant decrease at 12 
months AOR (95 % CI) at 12 months: 
0.39 (0.17, 0.92) AOR (95 % CI) at 
24 months: 1.02 (0.39, 2.65) 
Eff
ect
ive
 -Sampling: participants 
within village selected 
through recruiting 
volunteers 
 369 
36) Phaphama Men 
Kalichman et al. (?) 
South Africa (10) 
 
 
-Men 18–49 
 
-Intervention group 
compared to a group 
receiving a single session 
3 h alcohol & HIV 
reduction 
intervention 
 
Gender- 
transformative 
 
Medium 
 
-Quasi-experimental design 
 
Low 
 
-A statistically significant increase in 
condom use among the comparison 
compared to the intervention group at 
1 month; no change at 3 or 6 months 
 
-Number of male and females sex 
partners-Increased in intervention 
group compared to comparison group 
at 6 months  
 
-Tested for HIV in last month- An 
increase in HIV testing at one and 3 
months in intervention group (among 
men not previously tested) 
 
Un
lce
ar -Design: comparison 
group also receiving an 
intervention, comparing 
gender HIV risk 
reduction to alcohol HIV 
risk reduction 
37) “We got to keep 
the brothers alive”  
DeLaMater, J (2000) 
United States (10) 
 
 
-African American 
Adolescent males 
aged 15–19 (n=592) 
 
-Theoretically based 
videotape to promote 
condom use among African 
American males, ages 15 to 
19, attending a municipal 
sexually trans mitted dis 
ease (STD) clinic 
 
-Based on self-regulation 
model of ill ness behavior 
 
Gender Neutral 
Low 
 
-Quasi-experimental design 
intervention group 
compared with control 
group 
 
-Post-test only comparison  
Low 
 
-Increased condom use during last sex 
(past 30 days) 
Un
cle
ar 
 -Relied on self-reporting. 
 
-High attrition rate (26%) 
 
-Short–term follow-up 
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38) Focus on The 
Future, Crosby et al. 
(2009) 
 United States (11) 
 
-African American 
Men aged 18–29 at 
STD Clinic 
 
-Single brief clinic –based 
intervention.  
 
-One-on one session (45–
50 minute) provided by 
peer community member 
on condom use predicated 
on the Information, 
Motivation, and Behavioral 
Skills mode and the lay 
health advisor model 
 
Gender Neutral 
High 
 
-Two-arm randomized 
control trial, using 
concealment of allocation 
techniques to minimize 
allocation bias. 
 
-3-month follow-up 
assessment and a 6-month 
medical records review to 
assess intervention 
efficacy. 
 
 
High 
 
-Intervention men were significantly 
less likely to acquire subsequent STDs 
(50.4% vs. 31.9%, P=.002) and more 
likely to report using condoms during 
last sex (72.4% vs. 53.9%, P=.008).  
 
-Intervention men reported fewer sex 
partners (mean of 2.06 vs. 4.15, 
P=.0003) and fewer acts of 
unprotected sex (mean of 12.3 vs. 
29.4, P=.045).  
 
- Intervention men had higher 
proficiency scores for condom 
application skills, based on a 9-point 
rating scale, intervention (mean 
difference = 3.17, P<.0001). 
Eff
ect
ive
 -Used biological markers 
39) Clinic-based Risk 
reduction 
Counselling  
Kalichman S.C. et al. 
(2005) 
United States (12)  
 
 
-Men and Women = 
or < 18 years of age 
 
-Brief HIV risk-reduction 
counselling based on the 
information-motivation-
behavioral skills (IMB) 
model conducted with 432 
men and 193 women 
receiving sexually 
transmitted infection (STI) 
clinic services. 
 
Gender Neutral 
High 
 
-Randomized Control Trial. 
 
-Participants followed for 9 
months, with STI 
diagnoses monitored over 
12 months 
Medium 
 
-Men who received the full IMB 
session evidenced relatively greater 
use of risk-reduction behavioral skills 
and relatively lower rates of 
unprotected intercourse over 6-months 
follow-up and had fewer new STI 
Eff
ect
ive
 -Used biological markers 
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40) Clinic-based brief 
intervention   
Maher, J. (2003) 
United States (13) 
 
 
-Black Males aged 
16–29 
(N= 581) 
 
-Participants randomly 
assigned to routine 
counseling or intensive 
counseling consisting of 
three 1-hour sessions. 
 
- Culturally sensitive 
Intensive Counselling: 
Three (45–60 minutes) 
consisting of three one-on-
one sessions by a counselor 
from the community-based 
organization 
 
Gender Neutral 
High 
 
-Randomized control Trial 
 
-Reviewed clinic records to 
determine 1-year 
cumulative incidence of 
STD. 
 
Low 
 
-The 1-year cumulative incidence of 
STD did not differ significantly 
between the intervention (16%) and 
control groups (12%) (P _ 0.20) 
Un
cle
ar -Used biological makers 
41) Soul City Project,  
Peltzer, K. et al. 
(2003) 
South Africa (11) 
 
 
  
-Male and Female 
students ages 13–24 
 
-Mass media life skills 
education among junior 
secondary school learners 
in South Africa 
 
Gender Neutral 
Limited 
 
-Post-intervention design 
Moderate 
 
-School life skills exposure positively 
associated with puberty/body 
knowledge, HIV knowledge, HIV risk 
perception, and condom use at last 
sex.  
 
-Significant positive impact on 
condom use knowledge, attitudes 
towards people with HIV/AIDS, self-
efficacy, and delaying sex associated 
with mass-media edutainment 
Pro
mi
sin
g  
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42) Community-
Level Condom 
Promotion Trial,  
Kajubi P (2006) 
Uganda (4) 
 
-18–30 year old men 
in 2 peri-urban areas 
of Kampala, Uganda 
 
-One community received 
a condom 
promotion intervention 
with intensive workshops 
addressing 3 barriers to 
condom use: lack of 
technical condom use 
skills, lack of access to 
condoms, and 
embarrassment about 
obtaining condoms.  
 
-Young men in the 
intervention community 
were invited to attend 1 of 
8 sessions of 3 hours each 
conducted over a 3-month 
period. 
 
 
-A comparison community 
received passively 
increased condom 
availability with a brief 
AIDS informational 
presentation but was not 
provided with the condom 
skills workshops 
 
Gender Neutral 
Medium 
 
-Quasi-experimental 
controlled trial 
Medium 
 
-Uptake of condoms much higher 
among men in the intervention 
community 
 
-Men in intervention area did not 
report significantly higher levels of 
consistent condom use at 6 months of 
follow-up. 
 
-Men in intervention area reported 
increases in their overall number of 
sexual partners. 
 
-Consistent condom use with all 
partners increased in both 
communities 
 
-Proportion of men reporting any 
unprotected sex did not change at all 
compared with a slight decrease in the 
control community  
 
-Men in the intervention arm reported 
increase in the number of casual 
partners with whom they had 
unprotected sex compared with a 
reduction in unprotected casual sex 
partners in the control community. 
Pro
mi
sin
g -Compares only 2 
communities that were 
not identical at baseline 
 
-Incomplete follow-up, 
which was somewhat 
different in the 2 
communities (although 
the difference was not 
statistically significant) 
and the fact that not all 
men in the 2 communities 
participated 
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43) I Choose Life,  
Miller A.N.et al. 
(2008) 
Kenya (3) 
 
-University students 
ages 18–20 
 
-Abstinence, Being 
Faithful, and Condom Use-
Based HIV Peer Education 
Intervention 
 
 
Gender Neutral 
Moderate 
 
-Quasi-experimental 
separate sample  
 
-Pretest–post-test design 
 
-Two year follow-up  
 
Medium 
 
-Significant increases in condom use 
over the 2 years  
 
-No significant increases in students 
reporting never having had sex did not 
increase over the 2 years 
 
-Significant increase in number of 
students reporting having been tested 
for HIV in 2 years 
Un
cle
ar  
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44) Life Skills 
Education Program  
James, S. et al., (2006) 
South Africa (12) 
 
 
-Grade 9 students 
ages 12–21 (n=1,141) 
 
-Department of 
Education’s Life skills 
Program on HIV and AIDS 
Prevention 
 
-Lessons at least one lesson 
a week over two school 
terms (20 weeks addressing 
HIV and AIDS concerning 
the modes of transmission, 
the immune system, the 
progression of HIV to 
AIDS, and how to keep the 
body safe and healthy thus 
avoiding HIV infection.  
 
-Relevant determinants of 
life skills related to the 
prevention of HIV and 
AIDS attitudes to condom 
use and people living with 
AIDS, gender norms, and 
perceptions about sexual 
behavior 
 
-Training program for the 
teachers 
 
Gender- 
transformative 
 
Medium 
 
-Pre-test multiple post-test 
experimental–control group 
design (baseline, 6 & 10 
months follow-up) 
 
Low 
 
-Only a significant effect of 
intervention on knowledge scores at 6 
months 
 
- No significant effects on attitudes 
toward condom use and people living 
with PLWA, perceived social support, 
confidence to assert oneself, 
perception of sexual behavior, 
communication about HIV, reported 
sexual behavior, reported condom use, 
or future intentions.  
 
 
Un
cle
ar -Implementation bias 
noted  
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45) Straight Talk 
Adamchak S.E. et al. 
(2007) 
Uganda (5) 
 
-Un married 
adolescents aged 10–
19 in six districts 
rural and urban- in 
and out of school   
(n= 2,040) 
 
-Radio show and 
newspapers targeting 
adolescents, parents and 
teachers; sensitization of 
primary school teachers, 
Straight Talk Clubs in 
schools; 
 
Gender Neutral  
Low 
 
-Cross-sectional post-
intervention survey-  
 
Note: Survey Districts 
classified as high intensity 
(English and local language 
messages) and low 
intensity (English messages 
only) exposure based upon 
Medium 
-Exposure to ST materials was significantly 
associated with ever having talked with 
parents about ASRH matters 
-Male and female adolescents were four 
times as likely to have talked with their 
parents, compared to those who had not 
been exposed 
-Those in urban areas and those with high 
exposure to ST products were more likely 
than their counterparts to visit a facility 
-Males, urban residents, and those in school 
(all associated with higher exposure to ST) 
are most likely to know that other diseases 
besides HIV/AIDS are transmitted through 
sexual intercourse 
-Exposure to ST products is associated with 
favorable gender attitudes among females, 
but the pattern is not as clear among males 
-Exposure to ST appears to be associated 
with a lower likelihood of ever having had 
sex among males 
-Males with greater exposure to ST products 
were more likely to report no partners in the 
prior 12 months 
 
Exposure to ST media appears to reduce the 
acceptability of transactional exchanges; 
greater exposure to ST products is 
associated with higher percentages reporting 
planning to marry, particularly among 
males; exposure to ST products is associated 
with some increase in condom use, but the 
relationship is not statistically significant; 
Exposure to ST materials was clearly 
associated with having been tested 
(especially among those exposed to all three 
ST products), and with knowing whether a 
partner had been tested. Indeed, multivariate 
analysis shows that respondents exposed to 
all three ST items were more than three 
times as likely to have been tested for HIV 
themselves. 
Pro
mi
sin
g -Social desirability bias 
-No control group 
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46) HIV Prevention 
& Condom 
Distribution Project  
Martinez-Donate, A.P 
et al. (2012) 
Mexico 
 
-Adolescents aged 
10–24 in four high 
schools in Tijuana, 
Mexico  
 
 
-HIV prevention 
workshop  
 
-Free condom 
distribution program  
 
Gender Neutral 
Moderate 
 
-Students randomly 
assigned to an HIV 
prevention workshop or a 
control condition, with a 3 
month follow-up 
assessment.  
 
-In Study 2, a condom 
distribution program was 
set up at two of the 
participating schools, and 
students completed a 6-
month follow-up 
assessment. 
Low 
 
-Delayed sexual initiation and 
increased condom acquisition 
associated with workshop and access 
and condom distribution 
 
Pro
mi
sin
g  -Results indicate three 
significant workshop 
benefits regarding HIV 
transmission by altering 
sexual initiation, access to 
condoms, and traditional 
beliefs regarding 
condoms 
 377 
47) Sports-based HIV 
prevention 
intervention Kaufman 
Z.A. et al. (2011) 
Dominican Republic 
 
 
 
-140 migrant 
adolescents in the 
Puerto Plata Province 
of the Dominican 
Republic 
 
-Ten hours HIV prevention 
sports-based curriculum 
intervention in six migrant 
settlements  
 
Gender Neutral 
 
Moderate 
 
-Quasi-experimental design 
 
-Immediate, 4 months 
follow-up assessments 
 
Medium 
 
-Significant differences observed 
between groups in: 
 
Ø HIV-related knowledge (adj 
OR = 13.02, 95% CI = 8.26, 
20.52),  
Ø Reported attitudes (adj OR = 
12.01, 95% CI = 7.61, 18.94),  
Ø Reported communication (adj 
OR = 3.13, 95% CI = 1.91, 
5.12) 
 
-Differences remained significant at 
four-month follow-up, though declines 
in post-intervention knowledge were 
observed in the Intervention group 
while gains in knowledge and reported 
attitudes were observed in the Control 
group attitudes were observed in the 
control group 
Pro
mi
sin
g -Data analyzed using 
logistic regression, 
adjusting for baseline 
differences as well as age, 
sex, community, and 
descent. 
 
-Participants were not 
randomized 
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48. EMIMA –
“Kicking AIDS Out” 
(Sports-based AIDS 
Prevention Program) 
Maro C.N. et al. 
(2009) 
Tanzania 
 
-764 participants 12–
15 
 
-Mean age was 13.7 
years  
-Mean level of 
education was 5.5 
years 
 
In-school 6.5 years) 
and out-of-school 
youths had the lowest 
level (4.3 years) 
 
 
 
 
 
-Peers act as coaches for 
soccer skills and as a 
source of information, 
skills and attitudes 
related to HIV/AIDS 
education over 8 weeks 
 
-Tested efficacy of 
motivational training 
strategy used with one 
group of peer educators 
Gender Neutral Moderate 
 
-Quai-experimental design 
 
-Two treatment groups 
within the EMIMA 
program (received 
AIDS education using 
trained peer coaches in 
football), and 
two control groups 
(children who had school-
based AIDS 
education; and out-of-
school children who had 
received no 
AIDS education at a formal 
level) 
 
-Pre-post test 
Medium 
-Intervention using peers in sport 
more effective in transmitting HIV 
prevention knowledge, cognitions and 
perceived behaviors than the control 
groups.  
-Mastery-based motivational strategies 
were effective in influencing some of 
the variables.  
-Contrary to expectation, school-based 
HIV education was no more effective 
than the informal education obtained 
by the out-of-school children.  
-Use of peer coaches within the 
EMIMA program was reliably the 
most effective means for HIV/AIDS 
education for these at-risk children 
-Program intervention groups had 
greater knowledge of HIV/STI 
- Program intervention groups 
reported more experience with 
condom use than the in-school and 
out-of-school groups 
 -In-school and out-of-school groups 
less likely to believe that having an 
exclusive sexual partner was a safe 
behavior against HIV infection than 
the EMIMA intervention groups. 
 -Two EMIMA 
intervention groups did 
not reliably differ from 
each other, and had more 
positive attitude to 
condom use than the two 
other groups. 
-In-school and out-of-
school groups did not 
reliably differ from each 
other, but perceived lower 
behavior control in 
condom use than the two 
EMIMA intervention 
groups. 
-Mastery EMIMA 
intervention group 
reliably higher in 
perceived behavior 
control in condom 
use than all the other 
groups 
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     -In-school and out-of-school groups 
did not reliably differ from each other, 
but had less intention to use 
condom at the first/next sexual 
intercourse than the EMIMA 
intervention groups.  
 
-Mastery intervention group had 
higher intention to use condom in the 
future than the regular group 
 
In-school and out-of-school groups 
did not reliably differ from each 
other, but they had reliably lower 
subjective norms about condom use 
and abstinence than the two EMIMA 
intervention groups.  
 
Mastery group significantly higher in 
normative beliefs about using 
condoms and abstaining than the other 
groups 
 
-Two EMIMA intervention groups did 
not reliably differ from each other, but 
both had higher subjective norms 
about having an exclusive sexual 
partner than the in-school and out-of-
school groups 
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49.School-based life 
skills and sexuality 
education HIV/AIDS 
program for 
adolescents 
Givaudan M et al. 
(2007) 
Mexico 
 
 
 
 
 
-2,064 tenth-grade 
students at four of the 
five public schools of 
Toluca, Mexico 
 
-Urban and 
metropolitan areas 
 
-Mean age was 15.97 
years (SD = 11 
months), and gender 
distribution was 
similar for both 
groups (1,024 males, 
49.6% male; 1,040 
females 
-Life-skills and sexuality 
curriculum combining 
content of “A team against 
AIDS” and “Planning your 
Life” curricula 
 
-Content includes: 
Sexuality, Norms and 
values Knowledge about 
HIV/AIDS, Safer sex, 
Sexual orientation Self-
knowledge; Life Skills, 
Sexual education 
 
-30 hr over one school 
semester (15 sessions of 2 
hr each 
Gender 
Transformative 
Moderate 
 
-Quasi-experimental pre–
post design 
Medium 
 
-Experimental group had small but 
statistically significant gains on both 
communication on sexuality (d = .22) 
and intention to use condoms 
 
-Only for knowledge about HIV/AIDS 
was there a substantial effect 
 
-Results inconclusive regarding 
condom use at last sexual encounter 
 
-Experimental group improved 
significantly in all variables after the 
implementation of the school-based 
program in the three, different variable 
levels (personal, intervening, and 
outcome) 
 
-Smaller effects for the personal 
re source variables in the experimental 
group (self-knowledge, Cohen’s 
d = .15; self-efficacy regarding 
condom use, d = .04; decision making, 
d = .14) were found 
Pro
mi
sin
g -Difficulty in obtaining 
consistent information 
regarding sexual 
experience, particularly 
from control group. 
 
-Social desirability bias 
 
-Utilizes self-report data 
on sensitive topics 
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50. Regai Dzive Shiri 
Project, 
Cowan, F.M. et al., 
(2010) 
Ziimbabwe 
18–22 year old youth 
in rural communities 
-Community-based, multi-
component HIV and 
reproductive health 
intervention aimed at 
changing social norms 
 
-Delivered to young 
people, parents and clinic 
staff  
 
-Peer educators 
 
-Targeted both in and out-
of-school youth attended 
activities 
 
-Based in social learning 
theory [12] and the stages 
of change mode 
Gender 
transformative 
High 
 
-Cluster randomised trial 
 
-Trial conducted in 30 
communities in seven 
districts in South-Eastern 
Zimbabwe 
 
-Communities randomised 
to early intervention 
implementation (2003) or 
delayed implementation 
(2007) using restricted 
randomisation. 
 
-A community comprised a 
rural clinic, its catchment 
population and its 
secondary schools 
-Increase in knowledge among male s 
related to sexually transmitted disease 
(STD) acquisition (AOR=1.32; 
95%CI: 1.08–1.61) and pregnancy 
prevention (AOR=1.59; 95%CI: 
1.27–1.99) in the intervention arm but 
not for HIV acquisition 
 
-Modest impact on reported self-
efficacy 
 
- Positive effect on some attitudes 
relating to relationship control and to 
gender empowerment 
 
-No effect of the intervention on any 
sexual behavioural outcomes in men 
or women 
 
-No effect of the intervention on the 
primary endpoints of HIV or HSV-2 
prevalence in either males 
 
-No effect of the intervention on 
reporting of symptoms of STDs in 
either men or 
women 
Pro
mi
sin
g -Limitations to 
intervention 
implementation which 
may have undermined its 
potential effectiveness. 
(i.e: mention of condoms 
prohibited) 
 
-High level of mobility of 
young people 
 
-Challenging Political and 
Economic Climate noted 
as barrier to 
implementation and 
evaluation 
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51. Mathare Youth 
Sport Association 
HIV/AIDS 
Prevention and 
Awareness Project, 
Delva, W. et al. (2010) 
Kenya 
 
15–24 year old youth -Rotational Facilitation, 
School Outreach 
Programme, Movement 
Games and the Resource 
Centre. The main 
facilitators in all of these 
programmes are MYSA-
trained volunteer peer 
educators and peer 
counselors 
 
-Interactive groups 
discussions  
 
-Videos, individual 
counselling on SRH topics 
such as HIV/STI, 
pregnancy, gender drugs 
Gender 
Transformative 
Moderate 
 
-Cross-sectional survey 
 
-Intervention and control 
group 
 
-Post-test only  
 
- Self-administered 
questionnaire 
Medium 
 
-MYSA members were more likely to 
use condoms during the first sex act ( 
 
-Consistent condom use with the 
current/last partner was 23.2% 
(36/155) among MYSA members 
versus 17.2% (17/99) among the 
control group. 
 
-MYSA members were still found to 
use condoms more frequently with 
their current/last partner 
 
Pro
mi
sin
g  
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52. Project Light- 
School-based HIV 
prevention 
curriculum, 
Kinsler, J et al. (2004) 
Belize 
-Belizean adolescents 
(aged 13–17) 
recruited from six 
primary and 
secondary 
schools in Belize City 
-School-based HIV 
prevention curriculum, 
based on manual entitled 
“Project Light” 
 
-Based on concepts from 
Social 
Cognitive Theory and 
Theory of Reasoned 
Action. 
 
-3 month intervention 
Gender Neutral Moderate  
 
-Quasi-experimental design 
Pre-post test 
 
-One month follow-up 
-In the intervention group there were 
significant differences between pre- 
and post-test means for condom use, 
condom attitudes, condom intentions 
and parent–child communication. 
 
-Only intention to use condoms was 
significant from the pre- to the post-
test for the control group. 
 
-Participants in intervention group 
reported higher levels of HIV-related 
knowledge, higher levels of condom 
use, greater intentions to use condoms 
the next time they had sexual 
intercourse and more positive attitudes 
towards condoms at follow-up than 
participants in the control schools. 
 
-Significant differences in peer norms, 
self-efficacy and communication 
between the intervention and control 
group at post-test 
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53. Male Norms 
Initiative 
Pulerwitz, J et al. 
(2014) 
Ethiopia 
Young men 15–24 
 
3 subcities 
 
Young, not married, 
and in school 
Group Education: (GE) 
-4 months 
Eight sessions 
2–3 hours 
Groups of 20 participants 
 
Groups delivered by 2 or 3 
peer educators, with master 
trainer oversight 
 
Community Engagement: 
(CE) 
-6months 
March on International 
Father’s Day 
Distribution of Monthly 
newsletters/leaflets 
approximately 15,000 
Music and drama skits 
reaching 8700 people 
Monthly community 
workshop meetings 
Condom distribution – 
1,000 
 
During the study 809 
participated 
Gender 
transformative 
Rigorous 
 
-Quasi-Experimental; 
Subcity randomly assigned 
to interventions 
GE+CE Arm; CE Only 
Arm, Comparison Arm 
 
Use of the GEM Scale 
 
Sensitivity analysis 
 
Bivariate and multivariate 
logistic regression 
 
 
High 
 
Behavior: 
 
GE+CE Arm - Decrease in IPV (any 
type) toward partner (53% to 38%) 
Decrease in physical or sexual 
violence (36% to 16%) 
 
CE Only Arm – Decrease in IPV (any 
type) toward partner (60% to 37%) 
Decrease in physical or sexual 
violence (36% to 18%) 
 
Comparison Arm – No such change 
 
 
Eff
ect
ive
 Importance of 
interactive group 
education to 
address “deep-
seated and 
complex gender-
related norms.” 
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54.Parivartan 
Miller, E et al. (2014) 
India 
-Boys age 10–16 
years old 
 
-Private and Public 
Schools 
 
-Higher and lower 
socioeconomic status 
 
-Participate in cricket 
program 
 
Group Education 
 
-4 month period 
-45–60 minutes explaining 
Parivartan cards 
-Adult Training Workshop 
3 days; 25 trained coaches 
 
-663 participants in study 
-309 participated at follow-
up 
 
- 
Gender -
transformative 
Moderate 
Quasi-experimental Design 
Schools randomly assigned 
to groups 
 
Quantitative: 
Baseline Survey 
Follow-up Survey after 12-
months 
 
Descriptive and Bivariate 
Analyses 
 
Random intercepts at 
schools 
 
Linear mixed-effects 
regression 
Medium 
 
-Knowledge 
Improve recognition of abusive 
behaviors 
 
-Attitudes: 
Improve male gender attitudes 
 
Behavior: 
Increase positive bystander behaviors 
or intention to intervene 
Pro
mi
sin
g Targets an 
appropriate age 
group prior to 
onset of sexual 
violence 
 
Offers some 
impact on young 
athlete’s gender-
equitable attitudes 
 
May serve as a 
useful complement 
for community and 
school-based 
gender-based 
violence 
prevention 
initiatives 
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APPENDIX 4: Number of Studies per country 
 
Country Number of Studies 
United States 13 
South Africa 12 
Uganda 5 
Kenya 4 
India 4 
Tanzania 3 
Zambia 2 
Mexico 2 
Brazil 1 
Belize 1 
Cameroon 1 
China 1 
Dominican Republic 1 
Egypt 1 
Ethiopia 2 
Ghana 1 
Guinea 1 
Italy 1 
Madagascar 1 
Nicaragua 1 
Zimbabwe 1 
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APPENDIX 5: Characteristics of included studies 
Characteristics No. of Studies 
Number of Components  
Single 26 
Multiple 28 
Focus  
HIV/STI only  
HIV/STI and Pregnancy 
Gender only 
34 
18 
Deliverer  
Adult only (no peer) 6 
Adult plus peer 24 
Peer only  1 
Not Reported 23 
Age of recipients  
10–24 25 
15–24 16 
15=or < 13 
Gender  
Males Only 20 
Female and Males 34 
Comparison Group  
Untreated and minimal treatment 19 
Treated 6 
No comparison group 11 
Not reported 16 
Study Design  
RCT 11 
Non-RCT 43 
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APPENDIX 6: Policy Mapping 
International 
Convention/Law/ Policy Excerpt of Rights  Relevant Populations of 
Young Men/Remarks 
Convention on the 
Elimination of All forms 
of racial discrimination 
(CERD) 
-Calls for state to prohibit any distinction, exclusion, restriction or 
preference based on race, color, descent, or national or ethnic origin which 
has the purpose or effect of nullifying or impairing the recognition, 
enjoyment or exercise, on an equal footing, of human rights and 
fundamental freedoms in the political, economic, social, cultural or any 
other field of public life. 
-  States Parties condemn racial discrimination and undertake to pursue by 
all appropriate means and without delay a policy of eliminating racial 
discrimination in all its forms and promoting understanding among all 
races, and protection by the State against violence or bodily harm, whether 
inflicted by government officials or by any individual group or institution; 
and to have equal access to public service; 
 Additionally, this ensures the right to work, to free choice of employment, 
to just and favorable conditions of work, to protection against 
unemployment, to equal pay for equal work, to just and favorable 
remuneration; right to housing, public health, medical care, social security 
and social services, right to education and training, equal participation in 
cultural activities, and The right of access to any place or service intended 
for use by the general public, such as transport hotels, restaurants, cafes, 
theatres and parks. 
Regardless of age, all men 
benefit from CERD, and are free 
from discrimination, violence, 
and have a right to work, and 
access housing and public 
services. 
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Convention on Civil and 
Political Rights (CCPR) 
All peoples have the right of self-determination: they freely determine 
their political status and freely pursue their economic, social and cultural 
development. 
 Also ensures the right to liberty and security of person, and that no one is 
subjected to arbitrary arrest or detention. Those who are arrested shall be 
informed, at the time of arrest, of the reasons for his arrest and shall be 
promptly informed of any charges against him, be brought promptly 
before a judge or other officer authorized by law to exercise judicial power 
and shall be entitled to trial within a reasonable time or to release. 
Requires that persons deprived of their liberty shall be treated with 
humanity and with respect for the inherent dignity of the human person, 
and those awaiting trial shall be separated from convicts, and juvenile 
convicts shall be separated from adults. 
All young men benefit from 
CCPR.  However, CCPR is most 
relevant for youth who are 
arrested because it ensures 
criminal justice, juvenile justice, 
and penitentiary system 
operations separate youth from 
adults and convicts from those 
awaiting trials. 
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 Convention on the 
Rights of the Child 
(CRC) plus 
Optional Protocol on 
Children in Armed 
Conflict  
-Affirms ‘the right of the child to the enjoyment of the highest attainable 
standard of health’, the right to education and to be free from all forms of 
exploitation 
-General Comment No. 3 compels Governments who signed the CRC to 
give children/adolescents (10/17 years old) access to ‘adequate 
information related to HIV/AIDS prevention and care.’ 
-Acknowledges the capacity of Adolescents less than 18 years of age to 
make decisions for themselves “in a manner consistent with the evolving 
capacities of the child” (Article 5). The determination of evolving 
capacity’ is important in the receiving of care and accessing of services by 
adolescents. 
The Convention on the Rights of 
the Child (CRC) Committee on 
the Rights of the Child released 
a general Comment on HIV and 
the rights of the Child In which 
it stated that the Committee, “is 
concerned that health services 
are generally still insufficiently 
responsive to the needs of 
children under 18 Years of age, 
in particular adolescents. As the 
Committee Has noted on 
numerous occasions, children 
are more likely to use services 
that are friendly and supportive, 
provide a wide range of services 
and information, are geared to 
their needs, give them the 
opportunity to participate in 
decisions affecting their health, 
are accessible, affordable, 
confidential and non-
judgmental, do not require 
parental consent and are not 
discriminatory. 
 International Convention 
on the Protection of the 
Rights of All Migrant 
Workers and Members of 
Their Families (CMV) 
1. The present Convention is applicable, except as otherwise provided 
hereafter, to all migrant workers and members of their families without 
distinction of any kind such as sex, race, color, language, religion or 
conviction, political or other opinion, national, ethnic or social origin, 
nationality, age, economic position, property, marital status, birth or other 
Regardless of age, all men are 
protected by CMV. Specifically, 
migrant workers and their 
families are protected from 
slavery, forced labour, and 
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 status.  
 
2. The present Convention shall apply during the entire migration process 
of migrant workers and members of their families, which comprises 
preparation for migration, departure, transit and the entire period of stay 
and remunerated activity in the State of employment as well as return to 
the State of origin or the State of habitual residence. 
The right to life of migrant workers and members of their families shall be 
protected by law. 
No migrant worker or member of his or her family shall be subjected to 
torture or to cruel, inhuman or degrading treatment or punishment. 
No migrant worker or member of his or her family shall be held in slavery 
or servitude. 
No migrant worker or member of his or her family shall be required to 
perform forced or compulsory labor. 
violence, and have a right to life, 
property, and all freedoms 
aforementioned in this 
document. 
 Convention on the 
Rights of Persons with 
Disabilities (CRPD) 
Promotes, protects and ensures the full and equal enjoyment of all human 
rights and fundamental freedoms by all persons with disabilities, and 
promotes respect for their inherent dignity. 
 
Persons with disabilities include those who have long-term physical, 
mental, intellectual or sensory impairments which in interaction with 
various barriers may hinder their full and effective participation in society 
on an equal basis with others. 
Article 13 - Access to justice 
Article 15 - Freedom from torture or cruel, inhuman or degrading 
treatment or punishment 
Article 16 - Freedom from exploitation, violence and abuse 
Regardless of age, all men with 
disabilities are protected by 
CRPD. However, CRPD 
specifically outlines the rights of 
children with disabilities to 
include: ensure that children 
with disabilities have the right to 
express their views freely on all 
matters affecting them, their 
views being given due weight in 
accordance with their age and 
maturity, on an equal basis with 
other children, and to be 
provided with disability and age-
appropriate assistance to realize 
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Article 17 - Protecting the integrity of the person 
Article 30 - Participation in cultural life, recreation, leisure and sport 
Article 28 - Adequate standard of living and social protection 
Article 27 - Work and employment 
Article 26 - Habilitation and rehabilitation 
Article 25 - Health 
Article 24 - Education 
that right. 
*Note:  Applicable to transgender young people 
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Sustainable Development Goals (SDG)  
Sustainable Development Goals Relevant Issues expressed by stakeholders/Implications for the National 
Response 
Goal 1: End Poverty in All Forms Everywhere Vulnerability of young men 15–18 from single parent homes and /or 
impoverished homes, GBTQ youth, disadvantaged HIV + young men to 
forced sex, transactional sex, etc. /  
Social Protection Mechanisms; vocational and other job training; 
entrepreneurship training  
Goal 3:  Ensure healthy lives and promote well-being for 
all at all ages 
Vulnerability of Young Men from single parent homes and /or impoverished 
homes, GBTQ youth, disadvantaged HIV + young men; child sexual abuse 
and exploitation / Expanded gender transformative SRH programming 
comprehensively integrated into non-health services frequented by men and 
boys. 
Goal 4: Ensure inclusive and equitable quality education 
and promote lifelong learning opportunities for all 
High school dropout rate among young men aged 15–18/  
Social protection mechanisms, public awareness campaign; remedial 
education; vocational education; opportunities to return to school and 
complete education. 
Goal 8:  Promote sustained, inclusive and sustainable 
economic growth, full and productive employment and 
decent work for all 
High rate of under and unemployment of young men in Georgetown/ 
Vocational and other job training opportunities 
Goal 10: Reduce inequality within and among countries See Goals 1,3,4,8,11, and 16 
Goal 11: Make cities inclusive, safe, resilient and 
sustainable 
Young men and police profiling/harassment, gang involvement, bullying and 
other forms of violence. 
Goal 16: Promote just, peaceful and inclusive societies See Goal 11 
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Regional  
Convention/Law/ Policy Excerpt of Rights  Relevant Populations of 
Young Men/Remarks 
The Caribbean Regional Integrated Strategic 
Framework for the reduction of adolescent 
pregnancy 
To reduce the number of adolescent pregnancies in each 
country of the English- and Dutch speaking Caribbean by at 
least 50% within the time-period 2014 – 2017. The goals 
are: Access to responsive sexual- and reproductive health 
services, information and commodities: the framework 
proposes, Access to age appropriate comprehensive 
sexuality education, Social protection mechanisms for the 
prevention of all forms of violence against adolescent girls, 
Legal Standards, and Exchange of knowledge, information 
and good practices in addressing adolescent pregnancy. 
Adolescents age 14 and 
older 
The Caribbean Regional Strategic Framework 
of HIV and AIDS (2014–18) 
A 5-year policy guidance document that supports both the 
regional and national STI and HIV responses.  
 
Youth involved in 
transactional sex and drug 
users, youth and 
adolescents in general 
The Caribbean Community Strategic Plan for 
(2015–2019) 
This strategic plan for Caribbean community includes a 
specific goal around HIV: To reduce mortality and 
morbidity related to NCDs and HIV.  
Adolescents and youth in 
Caribbean, regardless of 
spoken language. 
THE CARICOM YOUTH DEVELOPMENT 
ACTION PLAN (CYDAP) 2012–2017 
 
A comprehensive plan for adolescents and youth 
development that addresses multiple development areas, 
including specific goals related to youth and adolescent 
access to health care and sexual and reproductive health.   
Adolescent and youth 
sexual 
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National 
Convention/Law/ Policy Excerpt of Rights  Relevant Populations of Young 
Men/Remarks 
The National 
Development Strategy 
(2001–2010)  
 
 
 
Poverty Reduction 
Strategy Paper (2012–
2017)  
Outlines the national response to the HIV/AIDS epidemic and 
demonstrates an awareness of the impact that HIV/AIDS can have on 
Guyana’s national development and specifically its social, economic 
growth. There is a clear link made with poverty reduction and health. 
The strategy outlines 8 priority areas, one of which is health, and which 
directly references communicable diseases and specifically HIV, 
tuberculosis and malaria. 
 
PRSP Priority Sector: 
Health 
The current policy is directed at reducing the spread of HIV and the 
consequences of morbidity and mortality rates on socio-economic 
development. The policy states that, “particular attention will be paid to 
the needs of vulnerable and most-at-risk populations.” 
The targets for HIV are “people of 
all ages”, the adult population 
being aware of their status, 
pregnant mothers and people 
living with HIV. It does not 
specifically reference youth or at-
risk populations. In general 
persons who are less than 16 years 
old require parental consent to be 
tested in a VCT. 
PRSP Priority Sector: 
Education  
A core strategy for HIV/AIDS within the education sector is the 
implementation of the Health and Family Life Education (HFLE) 
program in schools. Another key area is the establishment of “a 
mechanism for psycho-social counselling in schools in collaboration 
with NGOs and CBOs”. Based on some recent experiences, the Ministry 
plans to progressively establish a mechanism for psychosocial counsel 
ling in schools. Teachers will be trained in this area and the participation 
Seeks to address the needs of 
youth who are in school. 
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of NGOs and Community Based Organizations (CBO) will be 
encouraged. 
National AIDS Strategy 
2007–2011 
Soon to be replaced by “National Vision 20/20”.  The National AIDS 
Strategy, which is the policy instrument of the National Commission on 
HIV and AIDS (NCHA) and the National AIDS Program Secretariat   
The strategy identifies several key 
issues: Young people are 
disproportionately affected 
 HIV/AIDS Workplace 
Policy 
Prevents discrimination in the workplace for PLHIV under the purview 
of the MHSSS. Key aspects of it include:  Recognizing HIV/AIDS as a 
workplace issue; Confidentiality and Non-discrimination on the grounds 
of status; Recognition that women are more likely to be infected;  The 
introduction of prevention measures such as training and awareness. 
The policy does not expressly 
refer to adolescents (it refers 
broadly to “all age groups” 
National HIV 
Prevention, Principles, 
Standards and Guidelines   
There are five principles with a standard and a wide range of 
implementation guidelines to achieve prevention: 1. Multi-sectoral, 
multi-dimensional and reaches everyone 2. Based on and driven by the 
promotion, protection and respect of human rights, diversity, gender 
equality, and addresses the most vulnerable and the drivers of the 
epidemic 3. Based on science; is targeted, focused, evidence-informed, 
and developed, delivered and maintained at a high level of excellence 4. 
Locally-adapted and prioritized according to the epidemiological 
scenario and socio-cultural contexts 5. Informed by continuous research 
and innovative technologies 
There are also places in which 
adolescents are specifically 
referred to usually within the 
context of schools:  Focus on the 
needs of adolescents and work in 
close tandem with the Ministry of 
Education to ensure that the 
schools play an active role in 
protecting adolescents against 
HIV infection, Design appropriate 
HIV prevention programs to target 
disproportionately affected groups 
including women and youth, that 
are relevant in their socio-cultural 
settings, Provide sexuality and 
reproductive health education to 
adolescents and young adults, 
including HIV awareness,  Design 
evidence-informed activities for 
out-of-school youth in high-risk 
and high prevalence areas, 
Provide sexuality and 
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reproductive health education to 
adolescents and young adults, 
including HIV, Address and take 
gender norms and ‘masculinities’ 
into consideration that put boys 
and men at higher risk for HIV 
infection and of infecting others, 
and Provide information and 
education on issues that impede 
HIV prevention, such as HIV-
related stigma and discrimination, 
sexual violence and abuse, as well 
as gender insensitivity and 
inequality, through school and 
teacher college curriculums 
Ministry of Health: 
Health Vision 2020 
The Poverty Reduction Strategy Paper (PRSP) identifies the 
development of a new health sector strategy (Vision 20/20). The PRSP 
focuses on HIV generally and in a much more limited way on youth 
specifically. Youth are mentioned in relation to the law and then in 
making the provision of health services “people-focused and user-
friendly”. The document identifies the expansion of the Youth Friendly 
Health Centre Initiative in regions 1,7,8 and 9 i.e. Guyana’s hinterland 
regions. 
It sets the target “60% of health 
centers are youth-friendly by 
2012, with at least two YFS in 
each region” and in particular, 
mobile YFSs in the hinterland 
regions 1,7,8 and 9, and a School 
Health Plan. 
Ministry of Education: 
School Health, Nutrition 
and HIV&AIDS Policy 
It includes an operational framework, which outlines the roles of various 
entities as well as the integration of key international and regional policy 
frameworks. Progressive policy that requires and acknowledges the 
participation of youth and parents in the design and development of 
policy. 
targeting parents, guardians and 
care-givers in the wider 
community”. The policy does not 
make specific reference to at-risk 
adolescents in schools and does 
not specifically address the issue 
of abstinence. 
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Ministry of Culture 
Youth and Sport 
The ministry has been involved in several activities related to youth 
employment (through vocational training) and the support of Youth 
Friendly Spaces. MYCS also promoted youth participation in clubs and 
training and awareness on HIV/AIDS through its facilities. The Ministry 
is revising its current sports policy to include a specific objective: to 
effectively use sports as a way to engage youth in positive activities and 
reduce the incidence of HIV/AIDS infection, drug and alcohol, smoking 
and criminal behavior. 
Youth in sports 
Ministry of Human 
Services 
The Status of Children Act, Adoption Act and Protection of Children Act 
all advance Guyana towards meetings its obligations to the CRC to 
ensuring that “legal, economic and social protections for children 
orphaned and otherwise affected by HIV/AIDS to ensure their access to 
education, inheritance, shelter, health and social service, as well as to 
feel secure in disclosing their HIV status.” 
Children orphaned or otherwise 
affected by HIV. 
Age of Consent The established Age of Consent in Guyana is sixteen (16)24 years old, 
and this was an age established to protect children from sexual and other 
means of exploitation. However, as in other countries it has created a 
problem in terms of access to HIV testing and other services for young, 
sexually active adolescents who are required to get parental consent.  
Youth 
Criminal Law Offences 
Act 
homosexual acts, sodomy and same sex activity remain illegal in Guyana 
and in ten other countries in the Caribbean 
Same gender loving people 
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APPENDIX 7: Administrative and Regional Maps of Guyana 
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APPENDIX 8: Map and Aerial View of Georgetown 
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APPENDIX 9: Guyana Government Ministries (as of September 2015) 
 
• Office of the Prime Minister 
• Ministry of Citizenship 
• Ministry of Social Cohesion 
• Ministry of Foreign Affairs 
• Ministry of Public Security 
• Ministry of Indigenous Peoples' Affairs 
• Ministry of Agriculture 
• Ministry of Communities 
• Ministry of Education 
• Ministry of Finance 
• Ministry of Natural Resources 
• Ministry of Business and Tourism 
• Ministry of Legal Affairs 
• Ministry of Public Health 
• Ministry of Public Infrastructure 
• Ministry of Social Protection 
• Ministry of Public Telecommunications 
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APPENDIX 10: Guyana Population Pyramid and Photo Images of Young Men in 
Georgetown 
 
 
 
Guyana Population Pyramid, 2002, GoG  
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APPENDIX 11: Religious Diversity in Region 4, Guyana 
 
 
Source: Guyana Bureau of 
Statistics, 2002 Census Report 
 
 
 
 
 
Religion Percentage 
Angelical 7 
Methodist 2 
Pentecostal 20 
Roman Catholic 8 
Jehovah’s Witness 1 
Seven Day Adventists 4 
Bahai .1 
Muslim 6 
Hindu 24 
Rastafarian .8 
Other Christians 19 
None 6 
Other 1 
Total % 100 
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APPENDIX 12: United Nations Development Program Reports for Guyana, 
Guyana Bureau of Statistics Marginality Index by Neighborhood 
 
   Guyana’s Human Development Index 
 
Year Index Rank 
2000 0.709 96 
2001 0.704 93 
2002 0.708 103 
2003 0.740 92 
2004 0.719 104 
2005 0.720 107 
2006 0.725 103 
2007/8 0.750 97 
2009 0.729 114 
2010 0.709 104 
2015 0.636 124 
 
Source: UNDP Human Development Reports accessed on October 21, 2016 @   
http://hdr.undp.org/en/countries/profiles/GUY 
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APPENDIX 13: Poverty Map of Georgetown 
 
 
 
Variables used: Proportion of adults who are illiterate.; Proportion of adults working in Agricultural sector; 
Proportion of children not attending school full-time; Proportion of dwellings not having piped water; 
Proportion of dwellings not having W.C. linked to sewer; Proportion of dwellings not having electricity; 
Proportion of dwellings not having garbage collection service, or do not use compost, or burying; 
Overcrowding
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APPENDIX 14: Selected Health Statistics in Guyana  
 
Total Population  
(2002 Census/ 
(2010 projection) 
751, 223 
/ 784,894 
Population Distribution %Urban 28.4 
Life Expectancy at Birth, Total (years) 
Male/Female 
66 
64/69 
Maternal Mortality Ratio per 100,000 births 112 
Infant Mortality Rate per 1000 live births 37 
Total Expenditure on Health as a total of GDP 
(2011) 
9.7 
Source:  GoG/UN Common Country Assessment, 2010 
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APPENDIX 15: Guyana’s Health System Infrastructure Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Health Service Provision 
Health services are provided at five different levels in 
the public sector:  
 
Level I: Local Health Posts (166 in total) that provide 
preventive and simple curative care for common 
diseases and attempt to promote proper health 
practices. Community health workers staff them.  
Level II: Health Centres (109 in total) that provide 
preventive and rehabilitative care and promotion 
activities. These are ideally staffed with a medical 
extension worker or public health nurse, along with a 
nursing assistant, a dental nurse and a midwife.  
Level III: Nineteen District Hospitals (with 473 beds) 
that provide basic in-patient and outpatient care 
(although more the latter than the former) and selected 
diagnostic services. They are also meant to be 
equipped to provide simple radiological and laboratory 
services, and to be capable of gynaecology, providing 
preventive and curative dental care. They are designed 
to serve geographical areas with populations of 10,000 
or more.  
Level IV: Four Regional Hospitals (with 620 beds) that 
provide emergency services, routine surgery and 
obstetrical and gynaecological care, dental services, 
diagnostic services and specialist services in general 
medicine and paediatrics. They are designed to include 
the necessary support for this level of medical service 
in terms of laboratory and X-ray facilities, pharmacies 
and dietetic expertise. These hospitals are located in 
Regions 2, 3, 6 and 10.  
Level V: The National Referral Hospital (937 beds) in 
Georgetown that provides a wider range of diagnostic 
and specialist services, on both an in-patient and out-
patient basis; the Psychiatric Hospital in Canje; and the 
Geriatric Hospital in Georgetown. There is also one 
children’s rehabilitation centre. 
 
In addition to these facilities, there are 10 private 
hospitals, plus diagnostic facilities, clinics and 
dispensaries in those sectors. 
Source:  Guyana Ministry of Health 
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APPENDIX 16: Research Questions, Methods of Data Collection and Sources   
Questions Methods Data Sources   
1a) What behavioral and contextual, 
protective/risk factors have been 
shown to underlie the sexual health of 
males aged 15–18 worldwide? 
 
- What does the literature say 
about the behavioral 
risk/protective and factors 
related to STI’s for males in 
Guyana, the Caribbean, and 
elsewhere?  
- What are the similarities and 
differences in behavioral 
risk/protective and other 
factors related to STI’s for 
males in Guyana, the 
Caribbean, and elsewhere 
compare? 
1b) What global program and policy 
models and best practices have been 
supported by robust evidence to 
effectively reduce STI’s among young 
men? 
 
-     What does the literature say 
about global program and 
policy models and best 
practices to effectively reduce 
STI’s among young men? 
Literature/Desk 
Review 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
-Published and Grey 
Literature 
-BBSS/DHS  
-Qualitative Studies  
-Government program 
documents -
CBO/FBO/Donor Program 
Reports 
-Local newspaper articles 
-Online databases 
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Questions Methods Data Sources   
2a) According to males aged 15–18 in 
Georgetown, Guyana and other key 
stakeholders, what behavioral and 
contextual protective/risk factors 
underlie their sexual health?   
 
-      What do males aged 15–18 and other 
key stakeholders in Georgetown, 
Guyana perceive and/or use as ways 
to protect males aged 15–18 from 
STIs? 
 
- What do males aged 15–18 and 
other key stakeholders in 
Georgetown, Guyana perceive 
as factors that put males 15–18 
at risk for STIs? 
 
2b) According to young men and key 
stakeholders in Georgetown, Guyana, 
what programs or policies would help 
reduce their risks for STI’s and 
support their sexual health?  
 
 
–What STI prevention related 
programs/policies are males aged 15–
18 are they aware of in Georgetown? 
 
Which STI prevention related 
programs/policies work best according 
to young men aged 15–18 in 
Georgetown? 
 
What other program/policy approaches 
strategies, or activities would work in 
Georgetown? 
Which among the best practices 
identified through the literature review 
do young men aged 15–18 think would 
work best in Georgetown? 
Focus Group 
Discussions 
 
 
 
 
 
Key Informant 
Interviews 
 
 
 
 
 
 
 
 
 
 
 
Focus Group 
Discussions 
 
 
 
 
 
Key Informant 
Interviews 
-Male youth 
-Parents/Care Givers 
-Teachers, 
Coaches/Mentors etc. 
 
 
-Government of Guyana 
staff  
(Ministries of Health, 
Education, Social 
Services, etc.) 
-Business Owners 
-Entertainers 
-Sexual Partners 
 
 
 
 
-Male youth 
-Parents/Care Givers 
-Teachers, 
Coaches/Mentors etc. 
 
 
-Government of Guyana 
staff  
 
(Ministries of Health, 
Education, Social 
Services, etc.) 
-Business Owners 
-Entertainers 
-Sexual Partners 
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Questions Methods Data Sources   
3) Based on a critical analysis of 
findings from the literature and 
primary data collection, what program 
and policy plan can be implemented 
by the Ministry of Health to 
effectively prevent STIs and promote 
sexual health among young men aged 
15–18 in Guyana? 
 
-        What are some program and 
policy recommendations for 
application in Guyana in light 
of the global evidence and 
local stakeholder input? 
-     To what extent are current 
programs and policies in 
Guyana aligned with global 
best practices?  
 
Literature/Desk 
Review 
 
 
 
 
 
 
 
 
 
 
 
Focus group 
Discussions/Key 
Informant 
Interviews 
 
 
 
 
 
 
 
 
-Published and Grey 
Literature 
-BBSS/DHS  
-Qualitative Studies,  
-Government program 
documents –
CBO/FBO/Donor Program 
Reports 
-Local newspaper articles 
-Online databases 
 
 
-Male youth 
-Parents/Care Givers 
-Teachers, 
Coaches/Mentors etc. 
 
- Government of Guyana 
staff  
(Ministries of Health, 
Education, Social 
Services, etc.) 
-Business Owners 
-Entertainers 
-Sexual Partners 
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APPENDIX 17: Sampling Methods for Focus Group Discussions 
 Target Group Sample Frame Target Sample 
Size 
Methods 
1 In School 
Young Men (4 
groups) 
Male; Aged 15–18; 
Residing in 
Georgetown, Guyana, 
Self-identifying 
heterosexual; Able to 
speak and understand 
English; Attending a 
school located within 
the Georgetown 
Municipality 
 
6 Afro-Guyanese,  
3 Mixed race, 
3 Indo-Guyanese 
-Purposive sampling 
from 5–8 registered and 
randomly selected 
CBOs operating in 
Georgetown;  
-Quota sampling to 
achieve optimal 
diversity in terms of age 
within each group 
2 Out of School 
Young Men, 
aged 15–18 (2) 
groups) 
Male, Aged 15–18, 
Residing in 
Georgetown, Guyana, 
Self-identifying 
heterosexual 
Able to speak and 
understand English; 
Not attending a school 
located within the 
Georgetown 
Municipality   
6 Afro-Guyanese,  
3 Mixed race,  
3 Indo-Guyanese 
-Purposive sampling 
from 5–8 registered and 
randomly selected 
CBOs operating in 
Georgetown;  
-Quota sampling to 
achieve optimal 
diversity in terms of age 
within each group 
3 YMSM /Non- 
program 
affiliated (1) 
Male, Aged 15–18, 
Residing in 
Georgetown, Guyana, 
Self-identifying 
heterosexual 
Able to speak and 
understand English 
6 Afro-Guyanese, 
3 Mixed race, 3 
Indo-Guyanese 
-Purposive sampling 
from 5–8 registered and 
randomly selected 
CBOs operating in 
Georgetown;  
-Quota sampling to 
achieve optimal 
diversity in terms of age 
within each group 
4 Parents (mothers 
& fathers) (2) 
1) Parent/caretaker of a 
young male aged 15–
18 residing in the 
Georgetown 
municipality, and 2) 
Residing in 
Georgetown 
4 Afro-Guyanese,  
3 Mixed race,   
3 Indo-Guyanese,  
2 Amerindian 
-Purposive sampling 
from 5–8 registered and 
randomly selected 
CBOs operating in 
Georgetown;  
Quota sampling to 
achieve optimal 
diversity in terms of age 
within each group 
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APPENDIX 18: Study Information Form/ Participant Screener 
 
 
Good Day, 
 
You are being invited to participate in a research study about young men aged 15–18 in 
Georgetown.  
 
My name is Otilia St. Charles, and I work with the United Nations Joint Programme on 
HIV and AIDS.  I am also a doctoral student in public health at Boston University in the 
U.S.  As part of my studies I am conducting focus group/in-depth interview research 
exploring community member’s perspectives on the protective and risk factors associated 
with exposure to sexually transmitted infections in young men aged 15–18 in 
Georgetown and how programs and policies can support these young men in remaining 
sexually healthy. The findings from this focus group/in-depth interview research will 
inform the development of messages, tools, or strategies/approaches to effectively 
address recently reported risks associated with STIs in this population. 
 
As part of this study, I am conducting a literature review and focus group and in-depth 
interviews with young men aged 15–18 who live in Georgetown, researchers, healthcare 
and social service providers, educators, parents and other community representatives to 
help us understand what is currently known about protective and risky sexual attitudes 
and behaviours of young men aged 15–18 in Georgetown, potential facilitators and 
barriers to young men’s sexual health and access to sexual and reproductive health 
information and services, and how programs and policies can best to address the sexual 
and reproductive health needs, (especially with regard to STI’s) of young men aged 15–
18 in Georgetown.   I am particularly interested in hearing your thoughts about how these 
factors can be used to develop an effective program that serves these young men.  
 
You have been selected for participation in this study because of your knowledge and/or 
experience either being a young man aged 15–18 living in Georgetown or living or 
working with/for or this population.   
 
If you agree to participate, the interview should take no more than 60–90 minutes of your 
time.  Are you interested in participating? 
 
If yes, I have a couple questions to ask you before proceeding. 
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Participant Screening Questions: 
A) Young Men aged 15–18 
1) Are you a young man between the ages of 15 and 18 years old? Y/N 
2) Do you currently reside with the municipality of Georgetown, Guyana? Y/N 
3) If you are below the age of 18, you will need the consent of your parent or legal 
guardian to participate in this study.  Are you prepared to obtain this consent? 
Y/N 
4) Can you understand and speak English? Y/N 
5) Do you consider yourself to belong to any of the following groups: Indian, 
African/Black, Mixed Race, or Amerindian? Y/N  
6) Are you a young man who is attracted to or has sexual relations with other men? 
Y/N 
B) Community Stakeholders 
1)  Do you live with or serve young men aged 15–18 who reside in Georgetown? 
2) Are you 18 years of age or older? Y/N 
------------------------------------------------------------------------------------------------------------ 
 
If you have any questions about this study, please do not hesitate to contact Otilia St. 
Charles, at 624-2077 or by email at ostcharles@yahoo.com OR ostcharles@gmail.com.  
 
We are asking that those who are interested in participating in the study confirm prior to 
the interviews.  If you would like to confirm your participation in this study, please let me 
know.  You will be informed of the date and time that the focus group discussion is 
taking place OR we will schedule an in-depth interview at a date and time that is 
convenient for you. If you are participating in a focus group discussion the cost of your 
transportation by bus to and from the interview site will be reimbursed and refreshments 
will be offered to participants at the time of the interview.  
 
Many thanks for your time. I look forward to your participation in this important study. 
Sincerely, 
Otilia St. Charles  
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 APPENDIX 19: FGD Guide 
Reducing STIs in Males aged 15–18 Study 
FGD Guide 
Date:           Time: 
Interviewer:         Assistant: 
Location: 
Informed Consent Given: _____ (Check if signed) 
General Question: (Select One) 
Did anyone see the soccer or cricket match last week? 
OR 
Facilitator to select another common topic of interest and ask group to express opinions 
on it. 
Introduction: We are interested in learning about your thoughts about Sexual and 
Reproductive Health needs, especially those related to Sexually Transmitted Infections, 
of young men between the ages of 15–18 in our community.  We would like your 
permission to ask questions about health care and other issues related to the SRH of 
young men aged 15–18.  You are not required to answer any questions.  Your answers 
will be confidential.  The information will be used to help us learn about the health and 
well-being of young men aged 15–18 in Georgetown and to improve SRH services and 
related policies.   We expect our conversation to last from 1.5 – 2 hours.  We will be 
asking you questions about young men in general.  But we really want you to think about 
yourselves as well when answering these questions.  The idea is that we understand more 
about how young men in this community, like and unlike yourselves think about sexual 
health issues. 
A. General Well-Being 
Let’s talk about what life is like for young men in Georgetown. 
First let’s start by talking about basic well-being…….. 
1. What are the main concerns or interests of young men around your ages in 
Georgetown? Why?  (i.e: What are some of the main things on young men’s 
minds today when it comes to their own well-being?)   
Probes: 
a) In general, how do you feel young men are doing when it comes to these 
issues?  
b) How do young men handle these issues?   
c) Are there other young men aged 15–18 in G-town who might handle these 
issues differently?  If so, who and how might they handle it?    
d) What do you think about how they are dealing with these issues?  Are their 
approaches good or bad in your opinion?  Why or Why not? 
2. Do young men feel safe in Georgetown?  Why?  Why not?   
Probe(s): 
a) What do those who don’t do about it?   
b) How common it this?  For whom (what types of guys)? 
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3. What kinds of activities are available for young men your age to do in their free 
time in Georgetown?  What kinds of things do you all do in your free time? 
 
4. What are young men doing to make money in Georgetown now?  
 
Probe(s): 
 
a) What do you think of what they are doing?  
b) What about for young men who no longer live at home?  How is it different? 
B. Health 
5. What are some of the main health issues young men are concerned with or 
thinking about in Georgetown now? (It doesn’t have to be STIs) 
 
Probe: 
 
a) Is this different for young men who are not living at home?  How so? 
 
6. How are young men dealing with their health problems?  For example, what’s the 
first thing they might do when they have a health problem? 
Probe: 
a) Do young men go to doctors for health problems?  If so, what kind of doctors?   
If not, why not? 
b) Are there places that are just for adolescents or young men to go to get help 
with their health problems?  If yes, what attracts you/young men to that place? 
C. Sexual Health 
Now I have some questions about sexuality and health … 
7. At what age are young men in your community learning about sex?  
 
Probes: 
 
a) How common do you think this is?  
b) Is it the same for all types of guys 15–18(age, ethnicity, economic background 
etc.)?  If not, how so? 
 
c) Is it different for young men who have been displaced from their homes? If so how? 
 
8. At what age are young men in your community starting to have sex?  
 
Probes: 
 
a) How common do you think this is?  
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b) Is it the same for all types of guys (age, ethnicity, economic background etc.)? 
If not, how so? 
 
c) Is it different for young men who have been displaced from their homes? If so 
how? 
 
d) In general, what kinds of challenges or issues are young men facing when it 
comes to intimate relationships?  
 
i. Are these the same for non-sexually active young men?   
 
ii. How are young men handling these issues now?  What do you think 
about this?  
 
9. How has having sex positively changed the lives of those young men who have 
decided to become sexually active?   
 
a. How has having sex positively changed the lives of those young men who 
have decided to become sexually active?   
b. How has having sex negatively changed the lives of those young men who 
have chosen to become sexually active?  (Note: ask about negatively then 
positively) 
 
10. How are the sexual relationships that young men your ages are having viewed by 
the community? What do you think about this? 
 
11. What does sexual and reproductive health mean to you, as a young man 
(emotionally, physically, and/or mentally)?  OR What does it mean to be sexually 
healthy, as a young man? 
Probes: 
 
a) I’d like you to really think about how we just defined sexual and reproductive 
health. What kinds of challenges or issues do young men deal with when it 
comes to functioning well sexually (emotionally, physically, mentally) 
 
b) Do you all know of any infections that you can get from having sex? What are 
they? 
 
c) Are young men in the community being forced to have sex or raped to your 
knowledge?  Please explain.   
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d) Are young men forcing others to have sex or raping others?  Please explain. 
12. Where are young men getting information or learning about sex?   
 
11. How do you think that young men are keeping themselves healthy sexually?  Why do 
you think they are doing these things?  What do you think about this? 
13. How do you think that young men are making themselves unhealthy sexually?   
 
Probes: 
a) How might they be putting themselves at risk for getting an STI? Why?   
 
a. What, if anything influences them (negatively or positively)?  
b. What do you think about this? 
b) What do young men do when they have a sexual and reproductive health problem?  
-Is it easy for young men to open up about their sexual problems?  Why?  Why not? 
14. Where do young men go to get information about sexual and reproductive health 
issues? 
Probe: 
 
a) Who do you think most young men would prefer to talk to about sexual health 
problems? Why?  What about Women?  Men?  What age? 
 
D. Program 
15. How do you think should be done to improve sexual and reproductive health for 
young men? 
Probes: 
a) What do you think should be done for young men to become more aware about SRH? 
20/03/201421/09/2017 
b) How do you think that young men would benefit from a program to help them with 
SRH related issues?   
16. What do you think of a program in which men who know about sexual health are 
made available to have confidential one on one and group discussions with young men 
like yourselves about things like relationship issues, communication, male and female 
body parts and functions sexually transmitted infections etc.? [ present example] 
Probes:  
a) What should the main focus of the program be?   
b) What kinds of information or services should a program like this offer? 
c) What kinds of young men should be involved with this type of program?  Why? When? 
How often?  
d) How could this kind of program be offered for young men in Georgetown? 
Where is best? By Whom?  For Whom?  How often?  For Individuals or groups of young 
men? 
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e) Who should be offering these services?  What kind of staff would young men be most 
comfortable dealing with to get these services?  Does this vary with different types of 
young men? 
f) What kinds of people or organizations, if any, should get involved with this program 
other than the Ministry of Health to make sure that as many young men as possible a get 
a chance to get at chance to benefit from this type of program?  Why? 
E. Policy/Practices 
17. What keeps young men from getting information or services that could help them to 
remain sexually healthy in Georgetown?  (services might include condoms, testing and 
counseling  
(STI, Family Planning information, relationship advice etc.), and medical treatment for 
STI’s  
Probes: 
a) Remember what we said about what the community thinks about young men being 
sexually active?  Do opinions that exist in the community keep young men getting 
information or services that could help them to remain sexually healthy in Georgetown? 
b) What are some things that people do or say that might prevent young men from getting 
information or services related to sexual health? 
c) What about rules and/or regulations?  Are there any that exist that might prevent some 
young men from getting SRH information or services they might need? 
18. In some countries there are policies or rules that require governments to make sure 
that sexual and reproductive health services are easily available for young men like 
yourselves?   
[Present examples here] 
What do you think about this?  Do you think it is a good idea for Guyana?  Why?  Why 
not?  
Probes: 
a) Do you think this could also work in Guyana? 
b) What are some other ways to make these services more easily available to young 
men in Guyana? 
 
THANK YOU 
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APPENDIX 20: IDI Guide(s) 
Reducing STIs in Males aged 15–18 Study 
IDI Guide (Program) 
 
Date:           Time: 
Interviewer:         Assistant: 
Duration: 
Personal History: 
 
1. Sex:     female /     male 
 
2. Age:  
 
3. Education:  Primary /    Secondary /  University /  Post-graduation  
 
4. Ethnicity:    East Indians /  African /  Mixed  Heritage /   Amerindians  
 
5. Institutional Affiliation: Gov./NGO/FBO/CBO/Other: 
 
Introduction: 
We are interested in learning about your thoughts about Sexual and Reproductive Health 
programming, especially those related to Sexually Transmitted Infections, of young men 
between the ages of 15–18 in our community.  We would like your permission to ask 
questions about health care and other issues related to the SRH of young men aged 15–18.  
You are not required to answer any questions.  Your answers will be confidential.  The 
information will be used to help us learn about the health and well-being of young men 
aged 15–18 in Georgetown and to improve SRH services and related policies.   We 
expect our conversation to last from 1.5–2 hours.   
A. Program 
1. How do you think should be done to improve sexual and reproductive health for young 
men aged 15–18 in Georgetown? 
Probes: 
a) What do you think should be done for young men to become more aware about their 
SRH?  
b) How do you think that young men would benefit from a program to help them with 
SRH related issues?   
2. What do you think of a program when men who know about sexual health were made 
available to have confidential one on one and group discussions with young men like 
yourselves about things like relationship issues, communication, male and female body 
parts and functions sexually transmitted infections etc.? 
Probes:  
a) What should the main focus of the program be?   
b) What kinds of information or services should a program like this offer? 
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c) What kinds of young men should be involved with this type of programme?  Why? 
When? How often?  
d) How could this kind of programme be offered for young men in Georgetown? 
Where is best? By Whom?  For Whom?  How often?  For Individuals or groups of young 
men? 
e) Who should be offering these services?  What kind of staff would young men be most 
comfortable dealing with to get these services?  Does this vary with different types of 
young men? 
f) What kinds of people or organizations, if any, should get involved with this program 
other than the Ministry of Health to make sure that as many young men as possible a get 
a chance to benefit from this type of programme?  Why? 
 
 
 
B. Policy/Practices 
3. What keeps young men from getting information or services that could help them to 
remain sexually healthy in Georgetown?  (services might include condoms, testing and 
counseling  
(STI, Family Planning information, relationship advice etc.), and medical treatment for 
STI’s  
Probes: 
a) Do opinions that exist in the community keep young men getting information or 
services that could help them to remain sexually healthy in Georgetown? 
b) What are some things that people do or say that might prevent young men from getting 
information or services related to sexual health? 
c) What about rules and/or regulations?  Are there any that exist that might prevent some 
young men from getting SRH information or services they might need? 
4. In some countries there are policies or rules that require governments to make sure that 
sexual and reproductive health services are easily available for young men like 
yourselves?  What do you think about this?  Do you think it is a good idea for Guyana?  
Why?  Why not?  
Probe: 
a) Do you think this could also work in Guyana? 
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APPENDIX 21: IDI Policy Questionnaire 
Reducing STIs in Males aged 15–18 Study 
In-Depth Interview Guide (Policy) 
 
Date:           Time: 
Interviewer:         Assistant: 
Duration: 
Personal History: 
 
6. Sex:     female /     male 
 
7. Age:  
 
8. Education:  Primary /    Secondary /  University /  Post-graduation  
 
9. Ethnicity:    East Indians /  African /  Mixed  Heritage /   Amerindians  
 
10. Institutional Affiliation: Gov./NGO/FBO/CBO/Other: 
 
Introduction: We are interested in learning about your thoughts concerning the Sexual 
and Reproductive Health related policies/programming and practices, especially 
pertaining to Sexually Transmitted Infections, of young men aged 15–18 in our 
community.  We would like your permission to ask questions about health care and other 
issues related to the SRH of young men aged 15–18.  You are not required to answer any 
questions.  Your answers will be confidential.  The information will be used to help us 
learn about the health and well-being of young men aged 15–18 in Georgetown and to 
improve SRH services and related policies.   We expect our conversation to last from 1.5 
– 2 hours. 
 
 
PART I: For respondents involved in male involvement/engagement programming 
ONLY 
 
1. Please describe your male involvement program. How and why did you 
start it? What is its focus? 
 
2. What does “male involvement” mean (how would you define it) in the 
context of your program? 
 
3. What have been your program’s key successes? Challenges? 
 
4. Are there any policies that have been key supports for your program? Any 
policies that have posed particular barriers? Any policies that could be 
developed that would provide better support? 
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5. Last, the interviewer explains that we have found a framework of different 
approaches to male involvement useful. Show and discuss the framework, 
and ask: Which approach(es) seems to best describe your program? 
 
 
Start with the second part of question 1 below. 
 
PART II ALL Key Informants 
 
Problem/Issue 
 
1.   To start, when you hear the term “male involvement or engagement” in 
reproductive health (RH) and HIV/AIDS, what does it mean to you? What does it 
mean for Guyana? 
 
2.   What are the main issues related to male involvement or engagement that are 
being talking about in Guyana? 
 
3. In your what are the strengths and weaknesses of the response to male 
involvement/engagement issues thus far? 
 
People and Places 
 
3.   Currently, who (meaning both key people and/or key organizations) are talking 
about male Involvement/engagement issues? Probes: government (national and 
subnational), different sectors (beyond health and youth), high-level political 
leaders, civil society, clinics, donors 
 
4.   Where are these discussions occurring? Probes: parliamentary committees, 
national debate with media coverage, family planning associations 
 
5.   Who has been supporting the issue? Are there any key groups or 
individuals who have been champions? Probe: What issues related to male 
involvement/engagement in particular? 
 
6.   What has been the opposition to the issue? What has been the nature of the 
opposition?
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7.   Are there key groups that you think should be involved in dialogue and 
debate about male involvement issues, but are not involved (or have not 
been heard sufficiently)? What do you think are the barriers to their 
participation? 
 
Policy Process 
 
8.   Has there been any particular advocacy or policy dialogue focused on male 
involvement issues? If so, who has been involved? What has been the focus? 
(For an advocacy campaign, what has been the issue and target)? What have 
been the outcomes so far? 
 
9.   What have been the key data used in discussions related to male involvement? 
What (other) data and analysis are available related to male involvement? What 
are the gaps in information and analysis? 
 
Paper or Paperless: Policies, Laws and Regulations 
 
10. Are there particular policies that you are aware of related to male involvement? 
If so, what are these? To what extent have they been operationalized? 
 
11. Are there paperless policies (i.e., unwritten policies) that exist related to male 
involvement? If so, what are these?  In your opinion, do these paperless policies 
facilitate or hinder greater male involvement/engagement?  Why or Why not? 
 
Programs: Program Implementation 
 
12. What are the key male involvement/engagement programs that currently exist? 
 
13. Are there any policies that have been key to their support? Any policies that 
have posed particular barriers? 
 
14. Are there any resources allocated to male involvement/engagement programs or 
policy implementation? If so, are the resources sufficient? Probe (if it has not 
come up earlier): Are there any conflicts or challenges related to allocating 
funds for male involvement programs versus programs for women? 
 
15. For the male involvement programs that exist, what are the types of indicators 
they have used for evaluation, and what have these shown? 
 
16. Do the policies related to male involvement (whatever they may be) have any 
indicators related to male involvement? To gender equitable male involvement? 
[Note: This information may be more easily gathered from the document review.] 
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Broader Context 
 
17. Are there challenges in Guyanese culture to the idea of male involvement? 
 
18. How have the media and popular culture portrayed male involvement in RH and 
HIV/AIDS? 
 
Overall Assessment of Male Involvement Framework 
 
19. The interviewer explains that we have found a framework of different approaches 
to male involvement useful. Show and discuss the framework, and ask: Which 
approach(es) seem to best describe the male involvement issues, discussions, and 
programs in Guyana. . . 
 
Overall Assessment of Key Policy Challenges and Opportunities 
 
20. Do you see male involvement as a priority for Guyana? 
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APPENDIX 22: Men’s Involvement Frameworks 
The table below was shown to policy-level respondents to glean their understanding of 
the current status of SRH programming and policies vis-à-vis young men’s SRH.    
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APPENDIX 23: Participant Profile Forms 
 
 
Date:           Time: 
Interviewer:         Assistant: 
Location: 
Youth Participant Profile  
 
Thank you for agreeing to be a part of our focus group for young men. This form is 
completely anonymous and voluntary. It will only be used for the purpose of informing 
us who participated in our consultation.  
 
Gender:  
Female  
Male  
Transsexual  
Transgender  
Self-Identified  
 
Age:      15    16    17   18   19  
 
Race/Ethnicity: _____________________________________ 
 
In what country were you born? :______________________  
 
What is your religion? (For example, Catholic, none) 
____________________________________ 
 
Do you have any disabilities? (For example, hard of hearing, mobility disability etc)  
Yes _____________________________  
 
No  
 
Relationship Status: (For example Married, Single etc.) 
___________________________________  
 
Children:  
Yes, Ages: _______________________  
No  
 
Education status: (For example high school, not in school etc.) 
______________________________  
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Employment status: (For example Working full time, Not working etc.) 
______________________________ 
Parent Occupational Status: _________________________________ 
Date:           Time: 
Interviewer:         Assistant: 
Location: 
Participant Profile  
 
 
 
Thank you for agreeing to be a part of our study on young men. This form is completely 
anonymous and voluntary. It will only be used for the purpose of informing us who 
participated in our consultation.  
 
 
Gender: (Circle one) 
Female  
Male  
Transsexual  
Transgender  
Other 
 
Age: = or < 19, 20–24 25–34 35–49 50+ 
 
Affiliation(s) with young men 15–18 in Georgetown: 
________________________________________________________________________
________________________________________________________ 
 
Number of Years _________________________________________________ 
 
In what country were you born? :____________________________________ 
 
Occupation:____________________________ 
 
Number of years:_______________________ 
 
Religious Affiliation (optional): 
________________________________________________________________ 
 
Religiously Active:  Y/N 
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APPENDIX 24:  Study Analytical Framework 
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  APPENDIX 25: Proposed Program Conceptual, Outcomes, and Behavioral Change Monitoring Frameworks 
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Illustrative Program Outcomes 
  
431 
Guyana Young Men Matter Program Results Framework for STI Prevention 
 
 
 
1) Reduce Sexually Transmitted Infections among young heterosexual men, young gay men and other men 
who have sex with   men (MSM), transgender males, aged 15-18, including in the context of transactional sex 
and sex work. 
 
A - Outcome: Ministry of Health, the private sector, and civil society provide good quality integrated STI and 
Sexual & Reproductive Health Services that are male client-centered, available, acceptable and accessible to all 
young men 
 
 
Output A.1: All young men in the Georgetown have access to health services, in particular integrated SRH 
services including STI 
Activity 1.1 Develop and operationalize protocols to guide the delivery of integrated Sexual and Reproductive 
Health and HIV services for young men 
Activity 1.2 Develop and operationalize a policy to guide delivery of services for young men, including 
innovative outreach strategies that expand coverage of SRH/STI and life skills education and referral services 
that link young men into male/youth-friendly SRH, STI counseling and testing, and other relevant social 
services beyond the school environment. 
Activity 1.3 Develop and operationalize a minimum service package of comprehensive SRH (including STI) 
for young men, including the application of Programme H and Stepping Stones outside of the school 
environment (i.e.:  in counseling and testing sessions, at vocational and technical training institutes, youth 
detention centers, prisons, youth-friendly spaces, CBO/FBO youth programs 
Activity 1.4 Implement Programme H and Stepping Stones Curricula in Georgetown 
Activity 1.5 Develop and operationalize a regional advocacy guide for comprehensive SRH services for young 
men, including STI 
Activity 1.6 Technical assistance and resource mobilization to support access to SRH Services for young men 
Output A.2:  A sustained supply of prevention commodities including contraceptives exist across the region  
Activity A.2.1: Establish a commodities procurement mechanism to secure an adequate stock of STI 
prevention/SRH commodities for young men aged 15-18 and their partners 
Activity A.2.2: Establish a minimum package of prevention commodities (i.e. lubricant, male & female 
condoms, dental dams) for all young men aged 15-18 
Activity A. 2.3 Assess current procurement mechanisms and availability of prevention commodities to 
identify gaps 
Activity A 2.4. Design and implement a campaign/strategy that destigmatizes sex and sexualities 
Activity A. 2.5. Expand the male policy, services and research agenda to decrease the likelihood of STI re-
infection in the general population of males (youth, MSM, non-self-identifying MSM etc.) 
Output A.3: Integrated SRH services are available, accessible, cost effective and sustainable  
Activity A.3.1: Establish best practice models for high quality integrated male-client centered SRH/STI 
prevention services 
Activity A.3.2: Establish guidelines for quality of care for high quality integrated male-client centered 
SRH/STI prevention services 
Activity A.3.3 Rapid STI screening inclusive of HIV, and same day treatment initiation for treatable STIs 
universally applied  
Activity A3.4 Integrated STI, and Sexual & Reproductive Health Services operate and are available at 
convenient hours, throughout Georgetown 
Activity A.3.5.: Integrate STI testing and counseling services into non-communicable disease screening, 
throughout Georgetown 
Activity A. 3.6:  Promote or support partners testing & contact tracing  
Output A.4:  Strategic information systems strengthened to address data gaps particularly related to sensitive 
issues 
Activity A.4.1: Undertake and widely disseminate and diffuse the results of annual evaluations of all available 
national data in a multi-sectoral setting 
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2) Universal access to STI treatment 
 
 
B - Outcome: All young men who are eligible for treatment, based on national protocols, are receiving 
appropriate anti-retroviral treatment 
 
Output B.1: Increased access to treatment is available through national programme 
Activity B.2.1: Develop a standardized protocol for minimum package of treatment  
Activity B.2.2: Decentralise the highest quality treatment attainable through integration 
Activity B.2.3: Develop policy for treatment of non-nationals 
Activity B.2.4: Build capacity on non-discrimination of health care workers 
Output C.2: People living with HIV lead advocacy around ‘Treatment as Prevention’  
Activity C.2.1: Promote and implement Positive Health, Dignity and Prevention models and strategies 
targeting HIV positive young men in national and civil society HIV prevention strategies - particularly 
‘treatment as prevention.’ 
Activity C. 2.2: Strengthen the capacity of networks of young men with HIV to adopt, implement and 
advocate for treatment as prevention 
 
 
 
 3) Close the resource gap 
 
 
D - Outcome: STI programme spending is maintained at a sustainable level  
 
 
Output D.1: Predictable medium and long-term financing for young men’s SRH/STI programme is secured  
Activity D.1.1: Engage in active dialogue with the Global Fund, other funding mechanisms, and donors to 
identify continued financial support 
Activity D.1.2:  Institute private/public partnership to raise funds for SRH/STI prevention programming  
Activity D.1.3: Institute a 2% tax on alcohol and targeted public entertainment activities 
Activity D.1.4: Support the business coalition to expand its local networks  
Activity D.1.5: Continuously and actively seek to attain multiple funding support mechanism to ensure 
programme sustainability   
Output D.2: STI integrated and linked with the broader health systems and development agendas for more 
balanced and comprehensive public health responses to maximize efficiency, and to achieve positive health 
outcomes beyond STI 
Activity D.2.1: Identify and make linkages between STI and national efforts concerned with human 
development, including poverty eradication, preventative health care, enhanced nutrition, access to safe 
and clean drinking water, sanitation, education and the improvement of livelihoods of young men   
Activity D.2.2: Explore and capitalize on available funding for other areas in health and social dilemmas 
Activity D.2.4: Civil Society explores funding for complementary initiatives for young men 
Activity D.2.5: NAPS Secretariat to support the communication of funding opportunities and the 
development of proposals for CSOs in their application for private funding donations 
Activity D.2.6: Engage faith based organizations to support stigma free SRH/STI care and psychosocial 
support.  
 
 
 
 
 
  
433 
 
 
4) Eliminate gender inequalities and gender-based abuse and violence and increase the capacity of young 
men, women and girls to protect themselves from STI. 
 
 
E - Outcome: Young men, in all their diversity, have clearly identified uncontested, respected and protected 
rights and opportunities to realize their full potential. 
 
 
Output E.1: Zero tolerance for gender violence 
Activity E.1.1: Promote programmes to address SRH/STI-related needs and vulnerabilities across the 
lifespan of young men   
Activity E.1.2: Implement media and community based campaign focusing on sexual autonomy 
Activity E.1.4: Engage the police to strengthen existing initiatives for gender transformative training  
Activity E.1.4: Build capacity of the key government, private sector and community partners in gender 
transformative training and programmes 
Activity E.1.5: In collaboration with the broadcast media develop a media and communications campaign 
promoting the mitigation, prevention, and elimination of gender based violence  
Activity E.1.6: Facilitate partnerships of national gender machineries, national AIDS programmes, 
women’s organizations and other strategic organizations including vulnerable groups. 
Activity E.7: Develop toolkits for gender based violence mitigation, prevention, and elimination that 
include evidence-informed gender transformative interventions aimed at (i) young and older men, male sex 
workers, migrants and substance users) and (ii) trans genders 
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5) Eliminate stigma and discrimination against people living with and affected by HIV and other 
marginalized people.  
 
 
F - Outcome: Zero tolerance for discrimination against young men living with and affected by HIV, including 
gay men and other men who have sex with men, transgendered, young men engaged in transactional sex and sex 
workers, and young men on the move, through promotion of laws and policies that ensure the full realization of 
all human rights and fundamental freedoms. 
 
 
Output F.1: Guyana has laws and practices that enable an effective STI/HIV response and promotes and 
respect the rights of male sex workers and homosexual persons   
Activity F.1.1: Promote and implement the use of ‘people living with HIV stigma index’ [UNAIDS] 
Activity F.1.2: Advocate for repeal of punitive laws through community level capacity building, advocacy 
and strategic partnerships 
Activity F.1.3: Support a network for HIV Stigma and Discrimination redress mechanism – Identify and 
support a practical legal entity [e.g. a team of lawyers] that can be referred to in cases of stigma and 
discrimination with support of existing organizations such as Bar Associations, PANCAP]  
Activity F.1.4 Conduct advocacy around the network for HIV stigma and discrimination redress 
mechanism to ensure knowledge about and use of the mechanism 
Activity F.1.5 Strengthen networks of marginal groups e.g. sex workers to have confidence and voice to 
advocate for themselves 
Activity F.1.6: Implement programmes that sensitize and build the capacity of the judiciary  
Activity F.1.7: Engage existing human rights organizations to champion the response to HIV stigma and 
discrimination 
Output F.2: A system of recourse, accountability, and penalization for all cases of discrimination within 
health care and other support systems, in Guyana 
Activity F.2.1: Establish a system where all complaints are investigated and dealt with fairly based on 
evidence presented and validated. 
Activity F.2.2: Support civil society to claim rights and mobilize, for improvement of human rights and 
access to justice, aimed at reducing HIV-related discrimination and violence against women and girls. 
Activity F.2.3: Implement sector specific education campaigns on human rights and the law including 
police, health care workers, MSM, CBOs, youth and faith based organizations “know your rights/laws 
‘campaigns 
Activity F.2.4: Undertake an audit of existing laws to see how they contribute to the further discrimination 
and vulnerability of key populations 
Activity F 2.5: Review laws and policies that contribute to the further discrimination and vulnerability of 
key populations 
Activity F.2.6: Conduct assessment (i.e. poll, qualitative studies) among key constituencies to better 
understand perspective of review findings 
Activity F.2.7: Advocate for parliamentarians to redraft policies that fail to adhere to human rights 
principles 
Activity F.2.8:  Advocate for the provision of legal and other support for victims of discrimination 
Activity F.2. 9: Collect, disseminate and diffuse good practice of cases that have been effectively resolved 
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6) Enablers 
 
 
 
 
G.1 - Caribbean Outcome:  Civil Society helps to promote SRH and prevent STI among young men through 
full engagement 
 
 
Output G.1:  Reposition civil society organizations to more effectively engage in the national response and 
meet the on-going and emerging needs of the young men in communities they represent 
Activity G.1.1: Provide training and technical assistance to civil society groups to strengthen their 
organizational capacity to deliver male –centered SRH services to communities, including training 
modules that facilitate CBOs in providing innovative support to their constituencies for self- advocacy 
(particularly with regard to legislations of interest). 
Activity G.1.4: Promote best practices for CSO/ private partnerships in support of the Young Men Matter 
initiative. 
Activity G.1.6 Implement a ‘Community Planning Model’ approach to coordination to ensure ongoing 
exchange of knowledge, practices and experiences at the community level among CSOs and their partners 
regarding gender transformative male-centered SRH/STI prevention programming and policies. 
 
 
G.2 - Outcome:  Guyanese cultures undergo dynamic shifts to increase STI prevention results 
 
 
Output G.2: Communities are better equipped to address harmful norms and traditions 
Activity G.2.1: Develop and implement an evidence informed framework that address 
masculinity/patriarchy/normative heterosexuality, and unequal gender relations in communities 
Activity G.2.2:  Promote and provide technical assistance for a societal shift from use of “gender-neutral” 
to “gender-transformative/sensitive” programming 6 
Activity G.2.3: Build and strengthen the institutional capacities of strategic organizations including FBOs 
to lead the implementation of programmes that address stigma and discrimination, gender dynamics and 
violence in the home [model sermons; counseling; training in counseling and testing; remove tension 
between church and national HIV programmes] 
Activity G.2.4:  Advocate for policy/legislative reforms that support communities in achieving their ICPD 
commitments to provide equal access to comprehensive SRH/STI services to all men and boys, including 
gay, bi-sexual, transgender and questioning men. 
Activity G.2.4:  Advocate for public policies that engage men in overcoming gender inequality and 
addressing their own gender –related vulnerabilities 
 
G.3 - Outcome:  Guyanese communities are fair and inclusive 
 
 
Output G.3: Activities and strategies to achieve STI prevention reflect the diversity of the community and 
are driven by a determination to achieve STI prevention for all  
Activity G.3.1: : Advocate for implementation of a policy on access for STI services for the migrant 
population of young men 
Activity G.3.2: Decentralize and integrate STI and sexual reproductive health services for young men 
Adapted from Draft PANCAP HIV Prevention Revolution Outcomes Framework 2012
                                                
6 gender-neutral: programmes that distinguish little between the needs of men and women, neither 
reinforcing nor questioning gender roles; gender-sensitive: programmes that recognize the specific needs 
and realities of men based on the social construction of gender roles; or gender-transformative: 
approaches that seek to transform gender roles and promote more gender-equitable relationships between 
men and women. 
 
Source: Barker, G., Ricardo C. and Nascimento, M. (2007) Engaging men and boys in changing gender-
based inequity in health:  Evidence form programme interventions.  Geneva: WHO available online at 
http//www.who.int/gender/documents/Engaging_men_boys.pdf 	
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Programme Behavioral Change Performance Matrix 
 
Table 1: Matrix for Environmental Change for Integration of men into STD/HIV prevention programs 
 External Determinants 
Performance Objectives  Environmental Factors Expected Outcomes 
Social/Cultural   
CO1: Radio programming will depict the 
negative consequences of unprotected sex 
with non-monogamous partners, the 
vulnerability of women and responsible 
male sexual behavior.  
Multiple sexual partners as a social norm for men 
 
Domestic/intimate partner violence as social norm. 
 
Gender inequality in favor of men 
 
Lack of Condom use among sexually active men 
Young Men aged 15-18 will reduce average 
number of unprotected sexual encounter, 
particularly with casual partners 
 
Incidence of intimate partner/domestic 
violence will decrease 
 
Men 15-18 will increase condom use 
Community   
CO1: Schools will implement curriculum 
for young men about responsible and 
healthy male sexual behavior and the 
consequences of high risk sexual behavior 
Lack of Male oriented Sexuality /HIV/STD prevention 
education/curriculum on schools. 
 
Teachers are not trained to provide Sexuality /HIV/STD 
prevention education on schools. 
Young men age 15-18 receive training on 
responsible and healthy male sexual 
behavior and the consequences of high risk 
sexual behavior 
Institution   
CO1: NGO’s and local health authorities 
will work with men’s cooperatives, 
agricultural programs, other local 
employers of men other income generation 
programs and democracy and governance, 
local merchants and churches to make IEC 
materials (and condoms) available to men. 
Lack of inter sectoral partnerships enabling extensive 
access to IEC materials and condoms for men 15-18in the 
community 
 
Lack of referral network for HIV/STD screening for men 
in non-clinic settings. 
All cooperating agencies will provide IEC 
materials, educational sessions healthy male 
sexual behavior and the consequences of 
high risk sexual behavior and condoms to 
men working for them or participating in 
their programs. 
CO 2:  Local churches host discussion 
groups on responsible male sexual behavior 
and anti-violence messages in relation to 
women’s reproductive health/ health 
families. 
Lack of adapted IEC massages for church run programs. 
 
Church clergy not trained on adapted IEC massages for 
HIV/STD prevention. 
 
Churches are not actively involved in the community-
based referral network from men and HIV/STD prevention 
Churches will provide and support IEC 
activities and participate in local referral 
network for HIV/STD prevention program. 
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Table 1: Matrix for Environmental Change for Integration of men into STD/HIV prevention programs 
 External Determinants 
Performance Objectives  Environmental Factors Expected Outcomes 
program. 
CO 3: Work place/ income generation 
programs targeting young men provide IEC 
materials and group education session on 
responsible male sexual behavior and anti-
violence messages in relation to women’s 
reproductive health/ health families.; and 
make condoms available to men. 
Work site programmes are not equipped with IEC 
materials tailored to the SRH needs of men. 
 
Work site programmes do not have peer educators trained 
in men’s SRH education and counselling. 
 
 
GRPA and MOH actively partnering with 
Work place programmes to provide SRH 
education and referrals for SRH services, 
including STI for young men 
CO 4 All local development project’s (i.e.: 
agriculture, democracy and governance) 
sponsored by foreign donors adopt a plan 
to integrate IEC messages targeting men 
into their project activities. 
Work site programmes supported by foreign donors do not 
provide STI/SRH education materials for men to 
employees 
Work place programmes supported by 
foreign donors to provide SRH education 
and referrals for SRH services, including 
STI for young men 
CO5: All Guyanese governmental 
ministries support integration of HIV/STD 
prevention IEC massages into their staff in-
service training schedule 
Guyanese government employees are not sensitized to 
men’s role and responsibilities in stemming HIV/STD’s in 
Haiti. 
Guyanese government Ministries don’t provide HIV/STD 
prevention IEC specific to men’s roles to its employees 
All Guyanese government ministries provide 
their employees with IEC material and 
condoms 
Group   
CO1: Young men participate in group IEC 
session on responsible male sexual 
behavior and anti-violence messages in 
relation to women’s reproductive health/ 
health families.; and condoms are made 
available to men in community settings 
(indicated under community and institution 
sections) 
Young men are not adequately informed about health 
reproductive health behaviors for themselves and their 
partners with regard to HIV/STDs  
 
Young men do not have adequate access to information 
about health reproductive health behaviors for themselves 
and their partners with regard to HIV/STDs without 
visiting local health facilities. 
 
Young men do not have adequate and discrete access to 
condoms in community settings outside of clinics. 
Yong men are not adequately sensitized to the role of 
gender inequality when it comes HIV/STD risk for women 
and children 
 
Young men will access IEC information and 
condoms more locations in their 
communities (i.e.: other workplaces, and 
development project activities) 
 
Social norms among young men will permit 
increased support for HIV/STD screening 
and disclosure among them and their 
partners. 
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Table 1: Matrix for Environmental Change for Integration of men into STD/HIV prevention programs 
 External Determinants 
Performance Objectives  Environmental Factors Expected Outcomes 
Individual    
Adults, including government employees 
(i.e., Judges, lawyers, ministers, 
permanents secretaries, police, military, 
coaches, mentors, community leaders, 
employers, health and social welfare 
professionals (including pharmacists), faith 
leadership, media and entertainment 
representatives, and young women etc., are 
supported in conducting dialogues to 
identify harmful traditional gender norms 
and develop and implement them. 
Key community stakeholders lack adequate information 
on health sexual/ reproductive health and how to 
responsibility for themselves and their sexual partners 
Social norm of violence, including bullying, sexual 
abuse/coercion, rape, gang involvement, domestic/intimate 
partner violence, etc. 
Socially norm of men having multiple sex partners. 
Social norm of men to having unprotected, casual sexual 
encounters. 
Limited practice of talking to partner about HIV/STD risk 
screening and results 
Social norm of men not to seek health and social welfare 
service support 
Social norm of active stigma and discrimination towards 
sexual minorities 
Social norm of denial of individual sexual agency and 
SRH rights of young people. 
Key community stakeholder will access IEC 
information and condoms more locations in 
their communities (i.e.: other workplaces, 
and development project activities) 
Change in social norms among men, 
including young men, will permit increased 
support for HIV/STD screening and 
disclosure among them and their partners. 
Change in social norms to a reduced number 
of sexual partners of young men. 
Change in social norm to increased condom 
use, especially with casual sexual partners. 
Change in social norms will reduce 
incidence of stigma and discrimination 
towards sexual minorities 
Change in social norms will reduce 
discrimination towards young men seeking 
health and social welfare support services 
Change in social norms will improve the 
policy/practice environment in favor of 
increases access to STI/SRH services for 
young men 
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Table 2: Matrix of Behavioral Change for Integration of Men into STD/HIV prevention programs 
Performance 
Objectives 
Personal Determinants External Determinants 
(Young Men) Knowledge Skills, and Self-
Efficacy 
Perceived Social 
Norms 
Outcome 
Expectations 
Social Norms Barriers 
Describe signs and 
symptoms for 4 major 
STD 
Lack of knowledge  Confidence in 
ability to identify 
signs and symptoms  
 
 
Signs and 
Symptoms of at 
least four major 
STI, beyond HIV 
are common 
knowledge 
Increased demand 
for HIV/STD 
screening 
Late or non- 
presentation for 
HIV/STD’s at 
health facilities 
by young men 
Inability to 
recognize signs 
and symptoms of 
HIV and common 
STDs 
Seek HIV/STD 
screening when needed 
Know where 
HIV/STD 
screening locations 
are in the 
community and/or 
how to get  
Confidence in 
ability to identify 
places in the 
community to be 
screened for 
HIV/STD’s 
Knowledge of 
community-based 
HIV/STD referral 
network and 
screening sites. 
Increased demand 
for HIV/STD 
screening 
Low demand for 
HIV/STD 
screening, stigma 
associated with 
testing positive 
and seeking 
screening 
Negative 
community 
perceptions of 
health services 
and 
misconceptions 
about STI 
treatment efficacy 
Demonstrate and 
describe how to use a 
condom correctly  
Types of condoms, 
pros and cons of 
use of different 
types of condoms;  
Show ability to use 
a condom correctly. 
Condom use 
negotiation skills 
Express belief that 
consistent condom 
use is a positive and 
favorable behavior 
for reproductive 
health 
Increase in correct 
and consistent 
condom use  
Young men not 
using condoms 
frequently 
enough and/or 
using them 
incorrectly as a 
norm (ie using 
more than one 
condoms) 
In school youth 
may not be able to 
participate in 
condom 
demonstrations as 
readily as out of 
school youth. 
Argue in favor and take 
personal actions against 
of gender equity with 
regard to reproductive 
health domestic and 
intimate partner 
violence 
Knowledge and 
understanding 
about social and 
health costs due to 
gender inequities 
and traditional 
masculinity roles 
Demonstrate ability 
to argue in favor of 
gender equity with 
regard to 
reproductive health 
domestic and 
intimate partner 
violence 
Domestic violence, 
intimate partner 
violence no longer 
accepted and 
actively advocated 
against by young 
men 
 
Decrease in 
incidence of 
domestic and 
intimate partner 
violence. 
 
Increase in actions 
taken to prevent 
Young men 
actively advocate 
against 
GBV/IUPV and 
promote 
individual 
prevention 
strategies 
Traditional 
harmful gender 
norms 
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Table 2: Matrix of Behavioral Change for Integration of Men into STD/HIV prevention programs 
Performance 
Objectives 
Personal Determinants External Determinants 
(Young Men) Knowledge Skills, and Self-
Efficacy 
Perceived Social 
Norms 
Outcome 
Expectations 
Social Norms Barriers 
Develop personal 
action plan to 
prevent violence 
Socially acceptance 
for males to 
multiple sexual 
partner at one time 
as a sing of 
manhood is 
challenged by 
young men and 
others in the 
community 
GBV/IPV and other 
forms of violence 
among young men 
Reduce number of 
casual sexual partners 
Understand the 
additional health 
risk of exposure to 
HIV/STD’s by 
having multiple 
sexual partners 
 Socially acceptable 
to choose to have 
fewer sexual 
partners as a means 
of risk reduction 
and concern for 
sexual partner 
“Machismo”- 
Socially acceptable 
for males to 
multiple sexual 
partner at one time. 
Socially 
acceptable to 
choose to have 
fewer sexual 
partners as a 
means of risk 
reduction and 
concern for 
sexual partner 
“Machismo”- 
Socially 
acceptable for 
males to multiple 
sexual partner at 
one time. 
Use condoms during 
every sexual contact, 
especially with casual 
sexual encounters 
 Demonstrate ability 
to negotiate with 
partner for condom 
use  
 
Demonstrate ability 
to communicate 
with partner about 
sexual issues. 
Socially acceptable 
to use condoms 
with partners 
Increased condom 
use, especially with 
casual sexual 
encounters 
Socially 
acceptable to talk 
about sexual 
behavior and 
practices with 
partners 
Shame related to 
communication 
about sexual 
issues 
Follow a 
personal/couple’s risk 
reduction plan 
(including screening, 
Demonstrates 
confidence with 
condom use 
Has a personal risk 
reduction plan for 
HIV/STD’s 
Expresses comfort 
with discussing 
sexual issues with 
intimate partner. 
Utilizes risk 
reduction plan to 
discuss personal 
risk with sexual 
Socially 
acceptable to talk 
about sexual 
behavior and 
Stigma /fear 
associated with 
consequences of 
testing and 
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Table 2: Matrix of Behavioral Change for Integration of Men into STD/HIV prevention programs 
Performance 
Objectives 
Personal Determinants External Determinants 
(Young Men) Knowledge Skills, and Self-
Efficacy 
Perceived Social 
Norms 
Outcome 
Expectations 
Social Norms Barriers 
reducing number of 
partners and increased 
condom or abstinence) 
partner and seek 
screening services 
together. 
practices with 
partners 
positive results. 
Support female partners 
in adoption of healthy 
reproductive health 
practices 
Argues in favor of 
couples’ 
counseling and 
testing for 
HIV/STD’s, men’s 
responsibilities 
within intimate 
sexual 
relationships, and 
women’s 
reproductive rights 
 Expresses comfort 
with discussing 
sexual issues with 
intimate partner. 
 Socially 
acceptable to talk 
about sexual 
behavior and 
practices with 
partners 
Shame related to 
communication 
about sexual 
issues 
Trainers/Health 
Educators 
      
Provide HIV/STD 
prevention and gender 
equity training 
Reproduce 
HIV/STD 
prevention and 
gender equity 
training after 
participating TOT 
 
 
 
Demonstrate 
capacity to conduct 
group and individual 
level education 
session on HIV/STD 
prevention, and 
gender equity issues 
 
 
    
(School 
Administrators) 
      
Employ available 
resources to train male 
students 15 +in gender 
equity with regard to 
reproductive health 
  Expresses belief 
that in-school 
education on gender 
equity with regard 
to reproductive 
School education 
on gender equity 
with regard to 
reproductive health 
domestic and 
Sensitization to 
change social 
norms in favor of 
school education 
in reproductive 
Ministry of 
Education policy 
against sex 
education in 
schools 
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Table 2: Matrix of Behavioral Change for Integration of Men into STD/HIV prevention programs 
Performance 
Objectives 
Personal Determinants External Determinants 
(Young Men) Knowledge Skills, and Self-
Efficacy 
Perceived Social 
Norms 
Outcome 
Expectations 
Social Norms Barriers 
domestic and intimate 
partner violence 
health domestic and 
intimate partner 
violence is an 
important priority 
intimate partner 
violence is 
provided 
health domestic 
and intimate 
partner violence 
for males 15+ 
 
 
Local parents, 
churches reject 
idea 
(School teachers)       
Employ available 
resource to train male 
students 15 + in gender 
equity with regard to 
reproductive health 
domestic and intimate 
partner violence 
Reproduce 
HIV/STD 
prevention and 
gender equity 
training after 
participating TOT 
Demonstrate 
capacity to conduct 
group and individual 
level education 
session on HIV/STD 
prevention, and 
gender equity 
issues. 
Expresses belief 
that in-school 
education on gender 
equity with regard 
to reproductive 
health domestic and 
intimate partner 
violence is an 
important priority 
In-service training 
on gender equity 
with regard to 
reproductive health 
domestic and 
intimate partner 
violence is 
provided 
  
(Employers)       
Employ available 
resource to train males 
15-18 in gender equity 
with regard to 
reproductive health 
domestic and intimate 
partner violence 
  Expresses belief 
that in service 
training on gender 
equity with regard 
to reproductive 
health domestic and 
intimate partner 
violence is an 
important priority 
In-service training 
on gender equity 
with regard to 
reproductive health 
domestic and 
intimate partner 
violence is 
provided 
  
(Health facility staff)       
Employ available 
resource to train males 
15-49 in gender equity 
with regard to 
reproductive health 
domestic and intimate 
  Expresses belief 
that education on 
gender equity with 
regard to 
reproductive health 
domestic and 
Education on 
gender equity with 
regard to 
reproductive health 
domestic and 
intimate partner 
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Table 2: Matrix of Behavioral Change for Integration of Men into STD/HIV prevention programs 
Performance 
Objectives 
Personal Determinants External Determinants 
(Young Men) Knowledge Skills, and Self-
Efficacy 
Perceived Social 
Norms 
Outcome 
Expectations 
Social Norms Barriers 
partner violence intimate partner 
violence is an 
important priority 
violence is 
provided 
(Donor agency 
personnel/ Guyanese 
government officials) 
  Expresses belief 
that in service 
training on gender 
equity with regard 
to reproductive 
health domestic and 
intimate partner 
violence is an 
important priority 
In-service training 
on gender equity 
with regard to 
reproductive health 
domestic and 
intimate partner 
violence is 
provided 
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APPENDIX 26: Graphic 1 - Multi-sectoral Integration Model 
 
 
 
 
Graphic 1 presents a multi-sectoral integration scheme that will permit the programme to 
maximize its reach to boys and men with male SRH information, services and referrals.  
It includes government Ministries such as: Education, Labor Human and Social Services, 
Legal Affairs, Finance, Home Affairs, Local Government and Regional Development, 
Fish, Crops and Live Stock, Agriculture, Governance, and the ministry of Infrastructure.  
A close partnership should also be forged with the University of Guyana which also 
serves young men.
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